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for anxiety 


and tension in 


Hide everyday practice 


m well suited for prolonged therapy 

m well tolerated, relatively nontoxic 

m no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 
m chemically unrelated to phenothiazine compounds and rauwolfia derivatives 


m orally effective within 30 minutes for a period of 6 hours 


for Freatment of anxlety and tension states and muscle spasm 


Miltown 


dicarbamate- U.S. Patent 2, 


Tranquilizer with muscle-relaxant action 


DISCOVERED AND INTRODUCED 


SUPPLIED : 400 mg. scored tablets 
200 mg. sugar-coated tablets 


USUAL DOSAGE : One or two 400 mg. tablets t.i.d. 


Literature and Sa mples Available on Request 


THE miLTown”® 


MEPROGBAMAIE MOLECULE 


MAY 
mi 
Baan 
—< 
4 
cc 
BY WALLACE LABORATORIES, New Brunswick, N. J. 
STANOAR 
ms: 
CM-3707-R 
4 


THE AMERICAN 
JOURNAL OF PSYCHIATRY 


VOLUME 113 JUNE 1957 No. 


EDITOR 


B. FARRAR, M.D., 216 St. Clair Avenue, West, Toronto 5, Ont. 


BUSINESS MANAGER 


Austin M. Davies, Pu B., 1270 Avenue of The Americas, 
New York 20, New York 


ASSOCIATE EDITORS 
Wittiam Rusu Dunton, Jr., M.D Kart M. Bowman, M.D. 
FRANKLIN G. Epaucu, M.D Watter L. Treapway, M.D. 
STANLEY Cops, M.D. Joun Wuirevorn, M.D. 
S. Sparrorp AcKErLy, M.D L.Awson G. Lowrey, M.D. 
Leo KANNER, M. D. Paut H. Hocn, M.D. 


LAUREN H. Situ, M.D rirus H. Harris, M.D. 


EDITORIAL ASSISTANT 


ANNE F. Carnwath, B.A. 


FORMER EDITORS, 1844-1931 


AMARIAH Bricuam, M.D., Founder, 1844-1849 


T. Romeyy Beck, M.D. Joun P. Gray, M.D. G. Atper Biumer, M.D. 


Ricnarp Dewey, M.D. Henry M. Hurp, M.D. Epwarp N. Brusn, M.D. 


Published by 
THE AMERICAN PSYCHIATRIC ASSOCIATION 


1601 Epison Hicuway, Battimore 13, Mp 


| 
a 
5 
4 
5 
4 
\ | 
SCC 
fi z 
3 
3 
. : 


AMERICAN JOURNAL OF PSYCHIATRY 
INFORMATION FOR CONTRIBUTORS 


Manuscripts—The original manuscripts of papers read at the annual meetings of the Associa 
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other meetings or if they have been already published 
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others collaborating being shown in a footnote 
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ever possible, drawings and charts should be made with India ink for photographic reprodur 
tion as zinc etchings. Photographs for halftone reproduction should be glossy prints. Illus 
trations should be as small as possible without sacrificing important detail. Redrawing or 
preparing illustrations to make them suitable for photographic reproduction will be charged 
to author 


Authors’ Corrections in Proofs—C correction idditions or deletions made by authors are to be 
charged to them. These alterations are charged on a time basis at the rate of $3.00 per hour 
Proper editing of original manuscript important to avoid the expense of correction 


Tables—Tables should be typed on separate ect lables are much more expensive to set 


than text material and should be used only where necessary to clarify important points 
Authors will be asked to defray cost of excessive tabular material 
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2. Hess, W. R. Diencephalon. Nev Grune & Stratton, 1954 


Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus 
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WOLF & 
WOLFF 


now “... care of the man 


HUMAN 
| GASTRIC 
| FUNCTION 


rather than merely his stomach.” 


because it eares for the man 
At the cerebral level 


the tranquilizer Miltown in “Milpath” controls the 
psychogenic element in G. I. disturbances. (Miltown 
does not produce barbiturate loginess or hangover.) 


as well as his ‘stomach’ 
At the peripheral level 


<< the anticholinergic, tridiherethyl iodide, in “Milpath” 
, blocks vagal impulses to prevent hypermotility and 
hypersecretion. 


fOP duodenal ulcer © gastric ulcer © intestinal colic 
spastic and irritable colon @ ileitis @ esophageal! spasm 
G.I, symptoms of anxiety states 


3, Patent 2 
WALLACE LABORATORIES New Br unswick, N. d. Literature and samples on request 
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controls gastrointestinal dysfunction 
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a new and exceptionally 


well tolerated hydantoin 
for the control of 


rand mal se izures 


PEGANONE 


(ETHOTOIN, ABBOTT) 


Side reactions in antiepileptic drug therapy have long had a 
limiting effect on seizure control. In PEGANONE, you have a 
drug that is unusually free from these limiting side effects, 
and yet potent enough for control of many seizures. 


PEGANONE has been studied for 2!4 years in over 1200 
cases, which included all types of epilepsy. Jn that time, no 
serious toxic reactions were reported. In control of grand mal 
seizures PEGANONE was found most effective—but it was 
also useful in controlling psychomotor seizures. And 
PEGANONE has proved to be compatible with all known 
anticonvulsant medications. 


The clinical trials uncovered a broad range of usefulness for 
PEGANONE: 


1. In a new case of uncomplicated grand mal, PEGANONE 
used alone will often bring about good control with a 
minimum of side effects. 


~ 


2. If control is not as good as desired with other medications, 
PEGANONE will often improve it. 


3. If control is good but side reactions troublesome, the 


addition of PEGANONE permits a reduction of the dosage a ae 

of other compounds. Thus, the use of PEGANONE will tik see 
often bring about a reduction of side effects, while main- ieee 


laining or improving control, 


For a complete study on PEGANONE and the dosage 


specifications, we have new literature available on request. i 
PEGANONE Tablets, grooved, in two strengths 250 and 500 
mg. Bottles of 100 and 1000. PEGANONE (lf, 
is now available through your pharmacy. Gott 
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Reiter’s unidirectional currents 


SUCCESSFUL IN RESISTANT CASES 


Patients resistant to all other electro-shock, insulin f 
and lobotomy forms of therapy have been success- f \ 

fully treated by modalities contained in Reiter’s ; 
Model RC-47D. With five ranges of amplitude- 

modulated unidirectional currents, the versatile 

RC-47D covers all established techniques. This 

model features: one-knob control; increased cur- 

rent efficiency ; control of breathing; automatically 

reduced thrust; extreme ruggedness; minimized 

confusion. 


MODEL RC-47D PROVIDES FOR: 
CONVULSIVE THERAPY—full range 
NON-CONVULSIVE THERAPIES 
ELECTRO-SLEEP THERAPY 
FOCAL TREATMENT—uwnilateral and bilateral 
MONO-POLAR TREATMENT—vnon-convulsive or convulsive 
BARBITURATE COMA and other respiratory problems 


ONLY REITER THE ORIGINAL 
UNIDIRECTIONAL CURRENT 
ELECTROSTIMULATORS. ARE 
AUTHENTICALLY BACKED 

BY EXTENSIVE CLIN/CAL 
EXPERIENCE WITH OVER 200 
REFERENCES IN LITERATURE 
AND TEXT-BOOKS 


REUBEN REITER, Se.D. 


64 WEST 48th STREET, NEW YORK 36, N. Y. 
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as a prelude to psychotherapy 


PAINLESS SEDATION WITHOUT DRUGS 


Reiter’s neurostimulator, the SedAc, pro- 
vides a safe, soothing high frequency current. 
This gentle stimulation, when adjusted to the 
patient’s sensory tolerance, has proven most 
valuable in psychotherapy. 

As a preliminary sedative for ECT, the 
SedAc dispells fear of treatment. Change over 
to ECT is immediate. The patient only remem- 
bers the soothing stimulation of the SedAc oa 
treatment. As no preconvulsive barbiturate | 
sedation is necessary, risks of barbiturate 
anesthesia are completely avoided. 

There have been significant indications in 
the treatment of spastic and neurological cases. 

The SedAc is available for use with the 
RC-47D electrostimulator at $77.50, or with peas 
its own power unit at $225.00. 


REUBEN REITER, Se.D. 
64 WEST 48th STREET, NEW YORK 36, N. Y. 
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Convert any ward to “psych”... 
with Fenestra Guard Screens 


Fenestra® Guard Screens can be used on almost 
any type or make of window to provide psychiatric 
facilities quickly and at minimum cost 

Iwo types of Fenestra Guard Screens are avail- 
able 


patient, 


Detention, to protect even the most violent 
Protection, 


doth types detain and protect without 


and where less restraint is 
required 
the use of bars and create a pleasant atmosphere 
From the outside there is no indication of psy- 
chiatric wards 


For new hospital construction, Fenestra can 


PSYCHIATRIC 
GUARD 
SCREENS 


enestra 


INCORPORATED 


YOUR SINGLE SOURCE OF SUPPLY FOR 
WINDOWS + DOORS + BUILDING PANELS 


supply a complete psychiatric window package 
combining Guard Screens with Fenestra Awning 
Windows. In non-psychiatric 
Awning Windows can be installed without the 
(;uard Screens, or 
This uniformity in 
an attractive architectural 
Screens can be easily added if needed later 


rooms Fenestra 
Insect Screens can be used 


window treatment creates 


appearance. Guard 
For complete information, call your Fenestra 
listed in the Yellow 
mail the coupon below. 


Representative Pages—or 


Fenestra Incorporated 


AJ-6, 2276 E. Grand Bivd., Detroit 11, Michigan 


Please send me complete information on Fenestra Guard 
Screens and Psychiatric Package Windows. 


NAME 
HOSPITAL 


ADDRESS 
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CITY STATE 


tablets 


° for tranquility with remarkable freedom from 


drowsiness and depressing effect 


e for rapid control of nausea and vomiting 


With both 5 mg. and 10 mg. tablets available, easier dosage 
adjustments are how pi sible. 

Most patients respond well to one mg. ‘ompazine’ ablet 
three or four times daily 

In some cases, it may be necessary to increase the dosage 

to one 10 mg. “( ‘ompazine’ lablet three or even four times a day 


For further information see available literature. 


*T.M. Reg. U.S. Pat. Off. for proclorperazine, S.K.F 
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th, Kline & French Laboratories, Philadelphia : 
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the most unobtrusive 
“assistant’’ you can 
have — and the 


most versatile! 


WALKIE-RECORDALL 


is self-contained ,.. battery-powered... light in 
weight... highly sensitive. It’s rapidly becoming one 
of the necessary working tools of the psychiatrist. 


HERE’S WHY 

Enclosed in its own brief case or operated as a sep- 
arate unit, Walkie-Recordall does all these things: 
starts and stops automatically and silently... records 
up to four hours continuously .. . picks up distant 
words as well as those nearby . . . records two-way 
telephone conversations .. . makes a permanent file 
record, 


CATCHES WHISPERS OR SHOUTS — NEAR OR FAR 
Voices nearby, or as much as 60 feet distant from 
Walkie-Recordall, are recorded perfectly . . . even with 
the briefcase closed! Automatic Voice Equalizer assures 
equal volume for every spoken word. And outside noises 
such as typewriters, air conditioners, traffic and street 
sounds — all are automatically screened out! Walkie- 
Recordall is the only unit completely satisfactory for 
recording conferences, lectures, discreet interviews and 
dictation — all equally well. 


IT’S A HIDDEN ASSISTANT 

Unobtrusively takes down a patient's every word and 
intonation. Ideal for group therapy — it’s used undetected, 
with no obvious microphone to restrain patients from 
speaking freely. Many more uses for psychiatrists, impos- 
sible to list here. 


MILES Repraducer Company, inc., 812 B'woy, WN. Y. 3, Y. 


OPTIONAL VOICE START AND STOP 

Exclusive feature means that with Walkie-Recordall 
placed out of sight, there’s no need to start it beforehand 
and have it run during silent periods. Recording starts 
when patient or doctor speaks. During a long pause, 
Walkie-Recordall halts—and waits until words are spoken 
again. This optional feature may be disconnected at will 
for manual operation. 


LIGHT AND PORTABLE 

The Walkie-Recordall briefcase unit (upper right) weighs 
only nine pounds complete with batteries. Take it to the 
hospital for bedside interviews. Use it in your office. 
Carry it with you to conventions, conferences, lectures. 
Record while traveling — in car, plane, or train... even 
while walking! 


CHECK INTO IT NOW! 


While you're thinking about it, fill out the coupon below 
and mail it in. We'll send detailed information with price 
lists. 


Please send me complete information and price list 
on the Walkie-Recordall. 


NAME 
ADDRESS 
CITY 


PROFESSION 


Mail this coupon to: 
MILES Reproducer Company, Inc. Vept 
812 Broadway, New York 3, N. Y. 
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Typical case: 
“unmanageable” 
schizophrenic 
patient is hostile, 
untidy and 
inaccessible 

to therapy. 


the “before-and-after” picture in mental 
wards continues to improve, case after 


case, with S rp as: 


With Serpasil, 
patient becomes 

calm, cooperative, 
amenable to interview... 
as have thousands 

in this new age 

of hope for 

the psychotic. 


SUPPLIED: 


Parenteral Solution: 
Ampuls, 2 ml., 2.5 mg. 
Serpasil per mi. 
Multiple - dose Vials, 10 mi., 
2.5 mg. Serpasil per mi. 
Tablets, 4 mg. (scored), 2 mg. 
(scored), 1 mg. (scored), 
0.25 mg. (scored) and 0.1 mg. 


Elixirs, 1 mg. and 0.2 mg. 
Serpasil per 4-ml. teaspoon. 


CIBA 


SUMMIT, N. J 
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UNION 
WESTERN 
SENDIN 


CHAMBERLIN COMPANY OF AMERICA 

1204 LA BROSSE 

DETROIT 32, MICH! 
TIENT’S ESCAPE FAILED. psYCHO 

= DAMAGED. RUSH WIRE REPLACE 


SCREEN 
FOR ROOM 393. URGENT. 


piRECTOR 


HOSPITAL 


y WITHIN BORDER po not 


OR WRITE PLAINE 


and te 
PLEASE 


OF HOURS CHAMBERLIN ASSURES EXPRESS SHIPMENT 
OF NEW PSYCHOSECURITY SCREEN PANEL ASSEMBLY. LESS THAN ONE 


HOUR WITH A SCREW DRIVER COMPLETES SCREEN PANEL REPLACEMENT. 


3 CHAMBERLIN SCREENS ~ 
MEET THESE NEEDS 
@ DETENTION TYPE 


fo withstand the fury of violent 


=) 


attack 


b PROTECTIVE TYPE 
For the less 


violent 


For mildly disturbed paticnts \ 


NO OTHER MAKE OF > > applied proper pouion 


shipped by « Apress 


CAN BE SERVICED OR 
CLEANED AS EASILY AS 
CHAMBERLIN. 
Get the facts on 
COMPANY OF AMERICA sia | wails 
PSYCHOSECURITY SCREENS = 
Special Products Division maintenance man imply removes screen panel is removed and replaced 
> hinge pins and lays swing section of >= anew panel, complete with fac 
1254 LA BROSSE STREET + DETROIT 32, MICHIGAN unit on the floor tory applied springs and clevises 


CHAMBERLIN INSTITUTIONAL SERVICES vise Minera! Woe! lnvvlation Meta! Weather Strips and Couthing Meta! Combination Windows Doors, Metal insect Screens, Aluminum aed Fiber Glass 
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NEW 
200-rng. 
SHIELD- 
SHAPED 

TABLET 
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withdrawn, apathetic patients 


also can benefit from 


Nondisturbed Psychotic Patients 


Improved with ‘Thorazine’ Therapy 


Although ‘Thorazine’ is considered specific for 
agitated and hyperactive patients, Rockmore 

et al.! reported— 

the greatest improvement [with ‘Thorazine’ | 
occurs among those patients who, before treatment, 


were passive, uncommunicative, asocial, and 


unconcerned about their personal appearance.” 


Smuth, Kline & French Laboratories, Philad iphia 


1. Rockmore, L.; Shatin, L., and Funk, IC. Psychiat. Quart. 
30:189 (April) 1956. 
*T.M. Reg. ULS. Pat. Off. for chlorpromazine, S.K.F. 
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THE AMERICAN JOURNAL OF PSYCHIATRY 


In the middle of the last century, four men 
were born who were to be the pathfinders of 
modern psychiatry. These men were Eugen 
Bleuler, Sigmund Freud, Emil Kraepelin, 
and Julius Wagner-Jauregg. March 7, 1957, 
marked the 1ooth birthday of Wagner- 
Jauregg. It is therefore proper at this time 
to pay tribute to this towering figure in the 
history of psychiatry. 

The son of a middle class family, Wagner- 
Jauregg was born in Wels, a small Austrian 
town. At an early age, he moved to Vienna 
where he received his education. He studied 
medicine under many distinguished teachers 
such as Bruecke, Billroth, Hyrtl and Salo- 
mon Stricker. After graduation, he worked 
as pathologist and later entered the Univer- 
sity Clinic of Psychiatry under Max Leides- 
dorf. At the age of 32, he was called by the 
medical faculty of the University of Graz to 
succeed Krafft-Ebing. This appointment was 
almost unbelievable in an era in which a long 
beard, bald head and a slight tremor of the 
fingers were prerequisites to a full professor- 
ship. Wagner-Jauregg was finally appointed 
to the chair of psychiatry in Vienna, which 
appointment he held intil his retirement in 
1928. He participated, however, in scientific 
activities and consultation practice until 
shortly before his death in 1940. 

Wagner-Jauregg created an entirely new 
and successful approach to the therapy of 
mental disorders. He had noted that inter- 
current febrile illnesses favorably influenced 
the course of general paresis. This inspired 
him to imitate “nature’s experiment” by pro- 
ducing artificial fever in his patients. Neither 
disappointments nor failures in his prelimi- 
nary investigations deterred him from reach- 
ing his goal, the cure of this previously fatal 
disease. The announcement of his malarial 
fever treatment for general paresis was the 
highlight of his scientific career. The Nobel 
Prize was bestowed upon him in 1927 for 
this contribution. He was the first and only 
psychiatrist to receive this award. 


1 Address 893 Park Ave., New York 21, N. Y. 
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Less well known than this momentous 
work were his studies in abnormal thyroid 
function and its relationship to cretinism. 
This led to the addition of small amounts of 
iodine into common tablesalt in the prophy- 
laxis of mental retardation and goiter. 

Wagner-Jauregg made numerous contribu- 
tions of fundamental importance to forensic 
psychiatry. He proposed new laws for the 
care and protection of the mentally sick, for 
commitment procedures and for the adjudi- 
cation of legal incompetency. He introduced 
the concept of ‘partial responsibility’ in the 
commission of criminal acts and recom- 
mended that the period of retention of psy- 
chopathic personalities be determined on the 
basis of their potential danger to the public 
and not by their mental condition. He pro- 
posed that special homes be established for 
chronic alcoholics and that laws be enacted to 
allow for the detention of these patients for 
long periods. 

Wagner-Jauregg approached the problems 
of psychiatry from the viewpoint of a biolo- 
gist. His research was based on the principle 
enunciated by Wilhelm Griesinger that “men- 
tal diseases are diseases of the brain.” The 
principles of so-called dynamic psychiatry 
were alien to him. He believed only in proven 
facts and his critical mind would consider 
no theory which was not completely suscepti- 
ble to experimental proof. His conviction in 
regard to the organic nature of psychiatric 
entities did not allow him readily to accept 
psychoanalytical concepts. Yet, he did not 
manifest any hostility toward psychoanalysi 
and proved his tolerance to psychoanalytic al 
research by having leading psychoanalysts 
among his associates. At the height of Wag 
ner-Jauregg’s life, showered with national 
and international honors and awards, he vol 
unteered to address the official meeting cele 
brating the Soth birthday of Freud. He 
praised Freud’s genius, regretted the unfair 
ness with which Freud had been treated by 
the medical profession in Vienna and thanked 
him for adding to the glory of the Viennese 
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medicine. This was, indeed, the act of a 
great personality. 

Wagner-Jauregg was a dedicated teacher. 
His lectures were conscientiously prepared 
and the training of students and postgradu- 
ates in neurology and psychiatry was con- 
sidered a sacred duty. He believed that neu- 
rology and psychiatry belonged together and 
that thorough knowledge of pathology and 
internal medicine was necessary for the com- 
plete training of a specialist in neuropsy- 
chiatry. 

His clinical presentations were classic. Al- 
though he was not a good speaker, his keen 
clinical observation and dry sardonic humor 
enlivened his lectures. Missing, of course, 
was any psychological analysis of emotional 
aberrations. His students had to familiarize 
themselves with this aspect of the subject by 
extracurricular lectures and seminars with 
psychoanalytically trained teachers. 

Wagner-Jauregg was the founder of a 
great school of psychiatry. Many of his 
pupils became neuro-psychiatrists of inter- 
national standing. His successors, Otto 
Poetzl, von Economo, Emil Redlich, and 
Paul Schilder, are only a few of those who 
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could be mentioned. Some of his pupils still 
hold leading positions in psychiatry through- 
out the world. His immense knowledge and 
practical wisdom were a source of inspira- 
tion to his legion of students and associates. 
An austere reserved man, strong in guidance 
and leadership, he left an impact on everyone 
who was fortunate enough to be associated 
with him. 

Wagner-Jauregg will live in the history of 
psychiatry as the chief exponent of an em- 
pirical, descriptive and exclusively biologi- 
cally oriented approach. This was _ his 
strength and limits alike. He was one of the 
great psychiatrists of all time who helped 
establish psychiatry as a strictly medical 
specialty free from speculation. He was in- 
strumental in liberating psychiatry from the 
mere custodial care of patients and elevating 
it to a higher stage of active, scientific, and 
therapeutic management. 

In humble spirit, we commemorate the 
centenary of Julius Wagner-Jauregg, and 
rededicate ourselves to the science of psy- 
chiatry as Julius Wagner-Jauregg conceived 
it. 
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GROWTH OF GENERAL HOSPITAL CARE OF 
PSYCHIATRIC PATIENTS! 
CHARLES K. BUSH, M.D.? 


There has been a remarkable increase in 
the number of psychiatric units in general 
hospitals since the end of World War II. In 
the United States, 584 general hospitals re- 
port 25,011 beds in psychiatric units with 
264,837 admissions in 1954. In Canada, 49 
general hospitals report 1,385 psychiatric 
beds with 21,715 admissions in 1954. Eight 
general hospitals in the United States (Table 
I), territories and possessions report an ad- 
ditional 237 psychiatric beds and 3,811 ad- 
missions in 1954. The gradual change in the 
past quarter-century from custodial care to 
active treatment has undoubtedly contributed 
to the acceptance by general hospitals of 
psychiatric patients and psychiatric treat- 
ment. 

Last year, the Architectural Study Pro- 
ject of The American Psychiatric Associa- 
tion decided to study psychiatric units in 
general hospitals as a part of its over-all re- 
search project. When available lists of such 
units were studied, it was found that they 
were neither complete nor accurate. One list 
was obtained from the National Institute of 
Mental Health which had been compiled over 


t Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., April 3o- 
May 4, 1950. 

2 Address: The American Psychiatric Associa- 
tion, 1785 Massachusetts Ave., N. W., Washington, 


a period of several years. Ancther list was 
furnished by the American Hospital Associa- 
tion and had been tabulated from their 1955 
annual questionnaire. Each list contained be- 
tween 600 and 700 hospitals, but there were 
1,032 hospitals listed altogether. 

Secause of the discrepencies in the listings, 
and in order to get some first-hand informa 
tion about the units and the 
number of patients treated, questionnaires 


size of the 


were sent to each of the hospitals listed. The 
following questions were asked : 

1. Are psychiatric patients adnyitted in 
other than an emergency ? 

2. If so, when did such service begin? 

3. Are psychiatric patients housed in a 
separate building, separate ward, or inte- 
grated into a general medical ward ? 

4. What is the bed capacity if there is a 
separate unit ? 

5. Are maximum security rooms used ; 
how many ? 

6. What is the cost per patient per day ? 

7. What was the number of psychiatric 
inpatients in 1954? 

8. Has the hospital a day care program 
or an outpatient clinic ? 

g. Comments regarding special problems, 


adequacy of facilities, ete., are welcome. 


A total of 795 replies were returned im- 
mediately, and after follow-up letters over 
o8% of the hospitals returned completed 


TABLE 1 


Orrenep py Tyre or Hosrirar 


Type of hospital 
Private, church and nonprofit. . 
Army, navy, air force 
Veterans administration 
State and federal penitentiaries 
U. S. Public Health Service . 
Other governmental (federal, state, county, 
nicipal, etc.) 
Total U.S 
Canadian hospitals 


U. S. territories and posse 


Total ... 


No 


Separate separate 
wards facilities 


18 156 185 
18 19 6 
14 45 

2 10 


Separate 
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questionnaires ; only 13 of the 1,032 hospi- 
tals failed to reply. The complete list of 
hospitals reporting that they accept psychi- 
atric patients will be published by the Mental 
Hospital Service and will be distributed as a 
special mailing to member hospitals. 

In tabulating the results of the survey, it 
immediately became evident that the vast ma- 
jority of psychiatric units were of recent 
origin. Prior to 1800 there were two general 
hospitals in the United States which accepted 
psychiatric patients as a part of their service 
to their communities. The Philadelphia Gen- 
eral Hospital began this service in 1732 and 
the Society of the New York Hospital fol- 
lowed in 1779. Other hospitals may have 
admitted psychiatric patients through the 
years, but unless they are admitting them at 
the present time, they are not included in our 
study (Tig. 1). 

During the nineteenth century 6 general 
hospitals, classified as either church, non- 
profit or private, opened psychiatric units 
and 11 government hospitals, either Federal, 
state, county or municipal, began to admit 
mentally ill patients. In 1900, consequently, 
there was a total of 19 general hospitals with 
psychiatric units. 

From 1900 to 1920, which includes World 
War I, 13 additional units were opened, 
bringing the total to 32. From 1920 to 1940, 
or roughly the period between World War I 
and World War II, 98 units were opened, in- 
cluding 11 in Veterans Administration G. M. 
& S. Hospitals and 1 in a Public Health 
Service hospital. From 1941 to 1945, the 
period of World War II, there were 46 units 
added including 18 in general hospitals of the 
armed services’ permanent establishments in 
the continental United States. At the end of 
World War II, therefore, there was a total 
of 176 psychiatric units, or 32% of the 
number of units at present which report a 
starting date. 

At the present time we are listing 584 gen- 
eral hospitals in the United States which 
have psychiatric units, including 2. that 
opened their service in 1956. Of these, 70 
either did not have a record of the beginning 
of this service or failed to enter the date on 
the questionnaire. Presuming that the distri- 
bution of the unknown dates would parallel 
the known dates, we find that two-thirds of 


TABLE 2 


Outpatient Ciinics, Day AND NIGHT CARE 
PRrocRAMSs 


programs 
programs 


United States 

Canada 

U. S. possessions 
territories 


Day care 


Night care 


and 


the psychiatric units became active in the 
past decade. 

Separate buildings are reported in 82 of 
the hospitals, separate wards in 283, and 223 
hospitals report that they do not have sepa- 
rate facilities, but admit the patients into a 
regular medical or surgical ward (Table 1.) 
These figures add up to 588 because 4 hospi- 
tals reported both a separate building and 
also a separate ward in the main building. 
Several hospitals also reported multiple 
wards or multiple separate buildings. 

The 49 Canadian hospitals reported 4 
separate buildings, 24 separate wards, and 21 
reported no separate facilities. The 8 hospi- 
tals in the U. S. territories and possessions 
reported one separate building and 6 separate 
wards. 

Relatively, the Canadian hospitals are far 
ahead of the United States hospitals in pro- 
viding outpatient clinics and day care pro- 
grams (Table 2); the Montreal General 
Hospital now has a night care program. 
Since day care is a recent innovation, it is 
interesting to see how many hospitals are 
offering this service between inpatient and 
outpatient care. 

U. S. hospitals reporting that they admit 
psychiatric patients in other than an emerg- 
ency admitted 264,837 patients in 1954 
(Table 3) A survey of 176 private psychia- 
tric hospitals by the Central Inspection 
Board of The American Psychiatric Associa- 
tion, not yet published, indicates that they 


TABLE 3 
1954 ADMISSIONS 


U. S. general hospital N.P. 
units 

Private psychiatric hospitals. . 

State and county hospitals. ... 

Veterans N.P. hospitals...... 


62,442 (C.1.B.) 
167,185 (N.I.M.H.) 
30,943 (V.A.) 
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ALL TYPES 


MUNICIPAL 


CHURCH, NON PROFIT, PRIVATE 
—--—-— FEDERAL, STATE, COUNTY, 


ARMY, NAVY, AIR FORCE 
xxxxxxx VETERANS ADMINISTRATION 


STARTING DATE 
UNKNOWN 


1870 1880 1690 


Fic. 


admitted 62,442 patients in 1954. State and 
county mental hospitals admitted 167,175 pa- 
tients the same year according to the Na- 
tional Institute of Mental Health. The Vet- 
erans Administration reports 30,943 admis- 
sions that year to their NP. Hospitals. Thus 
there was a total of 525,407 admissions to all 
types of psychiatric services, with the gen- 
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eral hospitals admitting over half of that 
number. Undoubtedly, many of the patients 
admitted to general hospitals were later ad- 
mitted to state or Veterans Administration 
hospitals, but it cannot be denied that the 
general hospitals are giving definitive treat- 
ment to a large portion of the nation’s psy- 
chiatric patients. 
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Many hospitals remarked that they could 
use many more beds for psychiatric cases 
than were available. A few reported that 


their units were not paying their way be- 
cause there were not enough patients. Of 


those that reported average length of stay, 
many reported from 20 to 30 days. Per 
diem cost ranged up to $45 with the majority 
reporting between $15 and $22. A high 
percentage of general hospitals were satisfied 
with the program of admitting psychiatric 
patients. 

The Administrators’ Guide of the Ameri- 
can Hospital Association lists 5,280 general 
hospitals in the United States. The 584 
hospitals reporting psychiatric units comprise 
only 11% of the total. Many hospitals report 
that they accept mental cases in an emer- 
gency, but there is still considerable mission- 
ary work to be done in the general hospital 


field. 
DISCUSSION 


Joun L. Orro, M.D. (Galveston, Tex.).—Dr. 
Bush's report on the increase in psychiatric beds 
in general hospitals is most encouraging. I believe 
several factors have tended to bring this about, 
while other factors have retarded this trend. 

Among factors that have encouraged the open- 
ing of psychiatric beds in general hospitals, is the 
increased number of trained psychiatrists since 
World War II. There has been marked education 
of the general public to accept psychiatric treat- 
ment, and particularly the general practitioner as 
well, probably as the result of his experiences work- 
ing with psychiatrists in the armed forces. These 
general practitioners have demanded psychiatric 
help in their own localities. As the larger cities 
have become saturated with psychiatrists, the 
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younger psychiatrists have becn willing to move to 
smaller communities where they have a ready-made 
practice waiting for them. The Hill-Burton Bill, 
which has made it possible for smaller communi 
ties to build hospital facilities, has been a distinct ad 
vantage. 

I also believe that many of the more severe medi 
cal and surgical patients are being sent to the larger 
medical centers for definitive care, thereby leaving 
more beds in the smaller hospitals available for 
psychiatric patients. 

By far the greatest advantage we have had is 
the education of hospital administrators who have 
learned that they can take care of the psychiatric 
patient at less cost than the average general medi 
cal and surgical patient. With the advent of mul 
tiple daily treatments and tranquilizing drugs, even 
the acutely disturbed psychotics can be handled 
adequately in a general hospital. Pressure has been 
brought to bear on hospital administrators by the 
community at large, and by the general practitioners 
in the community, to provide local care for psychi 
atric patients. Also, there has been a trend in recent 
years to include mental illness in hospitalization 
insurance policies, which causes the patient and 
his family to insist on local care in a general 
hospital. 

Among factors which have seemed to retard this 
trend, is the reluctance of other doctors to give up 
badly needed beds in the general hospitals for the 
care of psychiatric patients. There still remains, 
on the part of hospital administrators, the idea that 
psychiatric patients cannot be cared for in general 
hospitals and will, by noise and odd behavior, upset 
the medical and surgical patients. They also fear 
legal complications which might arise as a result of 
receiving psychiatric patients with the danger of 
suicide, violence, unlawful detention, and escapes. 
None of these has been shown to be valid by ex- 
perience in those hospitals that have pioneered the 
way. 

Again, I would like to commend Dr. Bush for 
bringing us his very stimulating summary of the 
increase in the number of psychiatric units in gen- 
eral hospitals in the United States. 
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Studies of the distribution of mental dis- 
ease and other population characteristics 
within large cities were first suggested for 
use in epidemiology by Faris and Dunham 
in 1930. In their studies of Chicago and 
Providence, different patterns of distribution 
were observed for different forms of mental 
disease(1). Since that time, different pat- 
terns also have been reported for different 
types of cities(2). 

Gruenberg has reported preliminary find- 
ings of similar studies in Syracuse, N. Y., 
with particular reference to cerebral arterio- 
sclerotic and senile psychoses and census 
tracts with high rates of first admission to 
mental hospitals(3). The fact that there are 
admissions from almost every census tract in 
the city, however, suggested to us that the 
etiological factors in old age psychoses must 
be present to some degree in all parts of the 
city. In fact, the high rate area accounts 
for only about one-third of the total admis- 
sions from Syracuse. For this reason, a 
continuation of the analysis, with increased 
attention to the census tracts outside the high 
rate area, seemed indicated. This report is 
concerned with the additional findings ac- 
cumulated since the preliminary report and 
some of the arguments against the use of 
these findings to suggest causative factors in 
old-age psychoses. 


METHOD 


Comparisons of census tract rates with 
population characteristics sometimes are re- 
ferred to as “ecological correlations,” the 
“ecological method,” and the “ecological ap- 
proach.” the name used, 
studies of this type have the same basic form 
of statistical analysis. 

lor example, suppose that it is desirable 
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can Psychiatric Association, Chicago, IIl., April 30 
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giene, Syracuse, N. Y. 
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MENTAL DISEASE EPIDEMIOLOGY ' 
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to determine whether there is a difference in 
the male and female rates of some disease 
but that the rates cannot be computed for 
each sex separately because the number of 
cases is not known for each sex separately. 
Suppose, however, that there are 3 areas, 
“A,” “B,” and “C.” Although all 3 have 
the same total population of 400, as shown in 
lig. 1, the number of males increases from 
100 in “A” to 200 in “B” and 300 in “C.” 
The proportion of males increases accord 
ingly from 4 to 4 and j. If the rates for 
both sexes combined also increase, there is 
said to be an association or correlation be 
tween rates and the proportion of males in a 
population. 

It is suggested by this kind of association 
of high rates with large proportions of males 
that the rate for males is higher than the rate 
for females. It never is safe to consider this 
a conclusive result, 
known that there are no other differences 
to account for the variation in the rates of 
the 3 areas. The occasions when this a valid 
assumption are extremely rare—particularly 
when little is known about relevant factors, 
as in mental disease. The most that such an 
hy 


however, unless it is 


association indicates, therefore, is an 
pothesis that one rate is hivher than another. 
lf this hypothesis is tested and the knowl 
edge so gained extends the understanding of 
the events leading to the onset and progress 
of the disease, the original “ecological corre 
lation” may be said to have made a contri 
bution to epicde miology 
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Fic. 1.—Hypothetical illustration of variation in 


area rates according to variation in population char 
acteristics. 
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ECOLOGICAL ANALYSIS 


RESULTS 


The geographic pattern of the first admis- 
ion rates for cerebral arteriosclerotic and 

senile psychoses in Syracuse for the 10-year 
period, 1935 to 1944, is shown on Map. 1. 

The average annual rates per 100,000 of 
the population age 65 and over are shown 
for each census tract arranged in 11 groups, 
designated by numbers ranging from 1 to 
11. Rates between o and 49 are designated 
by the figure “1”; those between so and 99 
hy the figure “2” ; those between 100 and 149 
hy the figure “3” ; and so on, with the highest 
rate of 533 shown as “11.” In this way, 
low numbers indicate low rates; high num- 
bers indicate high rates. Census tracts in the 
University and Medical Center, considered 
atypical urban tracts, as well as those with 

mall populations are omitted. 

‘The census tracts with the highest num- 
bers (11, 10, g and 8) are those usually re- 
ferred to as the “high rate area.” This area 
is in the center of the city and extends to a 
slight degree along the oldest transportation 
routes to the north, west, and south. The 
census tracts with rates at the next levels, 
7 and 6, have light shading and are adjacent 
to the high rate area. These tracts will be 
referred to as the “medium rate area.” Num- 


Mar 1.—Average annual first admission rates of 
cerebral arteriosclerotic and senile psychoses per 
100,000 population age 65 and over, Syracuse, N. Y., 
by census tracts, 1935 to 1944. 
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bers of 5 and less indicate census tracts with 
low rates. They are shown in white on Map 
3 

On Map 2, the areas inside the heavy black 
lines are the part of Syracuse where the 
Italian, German and Polish populations were 
concentrated in 1940. These are relatively 
homogeneous subcommunities with little mi- 
gration to or from other parts of the city. 
Almost all 14 census tracts in these areas had 
low rates. Only 3 extended outside the white, 
low rate area. 

The part of the low rate area with these 
selected ethnic characteristics is one of the 
oldest sections of the city and has what is 
usually referred to as a low “socioeconomic 
status,” measured by rent, home value, single 
family dwellings, education, and occupation. 
In this respect, it is like the high rate area 
adjacent to it, but unlike the rest of the low 
rate area. It is believed that the significance 
of the low rates in this area is a subject for 
special study. Therefore, only those tracts 
in the low rate area outside the heavy black 
line will be considered in the remainder of 
this report. 

The location at the edges of the city of the 
low rate area, outside of the heavy black 
line, suggests an association of first admis- 
sion rates with the pattern of growth of the 
city—somewhat similar to that observed by 
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Map 2.—Ethmic characteristics and average an- 


nual first admission rates per 100,000 population 
age 65 and over, cerebral arteriosclerotic and senile 
psychoses, 1935-1944. 
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Fic. 2.—Age of housing in areas of census tracts 
grouped according to average annual first admis- 
sion rates of cerebral arteriosclerotic and senile 
psychoses, Syracuse, N. Y., 1935 to 1944. 


BUILT BETWEEN 1920 AND 1959 


BUILT BETWEEN 1900 AND 


Faris and Dunham in Chicago and Provi- 
dence. 

Such a relationship is more clearly evident 
when age of housing in the 3 areas is con- 
sidered. New houses were found most fre- 
quently in the low rate area, as shown in 
Fig. 2. An average of 60 of 100 dwellings 
in this area were built after 1920. Compar- 
able figures for the medium and high rate 
areas were only 30 and 10, respectively. 
“Middle-aged” houses (built between 1900 
and 1920) were found most frequently in 
the medium rate area. Old houses, built 
before 1900 were most common in the high 
rate area. 

Other characteristics found to vary con- 
sistently with the rates, are shown in Fig. 3. 
Although there were exceptions to the rule, 
the low rate area had the highest average 
proportion of 1- and 2-family dwellings, as 
well as the highest average proportion of 


family 
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Fic. 3.—Selected housing and population charac- 
teristics in areas of census tracts grouped accord- 
ing to average annual first admission rates of cere- 
bral arteriosclerotic and senile psychoses, Syracuse, 
N. Y., 1935 to 1944. 
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home owners, married persons, and families 
with large incomes. The lowest average pro- 
portions of each of these characteristics were 
found in the high rate area. 


DISCUSSION 


Although (as stated in the fictional il- 
lustration presented above) further study 
would be required for conclusive results, 
suppose it reasonable at this point to believe 
that the rates were relatively low for mar- 
ried persons, home owners, persons in fami- 
lies with large incomes and persons living in 
1- and 2-family houses in the newer resi- 
dential areas; and that the rates were rela- 
tively high for unmarried persons, those in 
families with smaller incomes, and those who 
rented their living quarters in the kinds of 
housing available in older residential areas. 

It is important to note that there has been 
nothing in the analysis so far concerning 
cause-and-effect relationships. This is the 
next step after the differences in the rates 
have been established. There is no prescribed 
formula for this step, other than a full con- 
sideration of all relevant facts, a full con- 
sideration of how they fit together, and the 
development of a likely explanation (or 
hypothesis) of how the differences in the 
rates could have come about. 

In pursuing this phase of the analysis, it 
is noted that the characteristics associated 
with hospitalized old-age psychoses were 
derived from a type of retrospective data, 
reflecting events that had occurred some 
years prior to the study. The low rate popu 
lations were composed of persons who had 
bought new houses in new residential areas, 
persons who had been married and had re- 
mained married, and persons who had 
achieved relatively high income brackets 
some time before the study. In other words, 
differences are indicated in the social and 
financial development of the populations for 
some time prior to the time of hospitaliza 
tion. 

Furthermore, it is noted that the char 
acteristics associated with old-age psychose 
are those often found to be the results rather 
than the causes of physical disease and health 
It is known, for example, that physical health 
is one of the determining factors in the 


selection of individuals for marriage. Simi 
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larly, Kutner and Smillie found poor health 
reported frequently as a contributing factor 
in unemployment, retirement, and even social 
isolation(4). More specifically, it is known 
that achievement of a relatively high degre 

of financial security was a necessary condi 


tion before an individual could buy a new 
home and move to one of the new residential 
areas in Syracuse some 30 years ago. It is 


not unreasonable to think that financial 
security also was a factor in the selection of 
individuals who moved from the high to the 
medium rate area at the time of its develop- 
ment some years ago. 

This resemblance of the social and eco 
nomic conditions associated with high admis 
sion rates of old-age psychoses to those 
known to be the effects of other diseases sug 
gets that the disease processes leading to 
hospitalized old age psychoses may begin 
insidiously at an early age and exercise the 
same restraining influences on social and 
economic development that have been ob- 
served for physical diseases. There seems to 
be no good reason at the present time for be- 
lieving that this could not happen. 

If it is true, first, that there are early mani- 
festations of susceptibility to hospitalization 
for old-age psychoses; second, that these 
manifestations may occur, perhaps unrecog- 
nized, a long time before hospitalization takes 
place ; and thirdly that the disease may inter- 
fere with social and economic development, 
the observed distribution of hospital admis- 
sions of old-age psychoses might have come 
about from the gradual migration of the least 
susceptible wage earners, accompanied by 
their families, from the older to the newer 
areas of the city—leaving the more suscepti- 
ble and less successful wage earners behind 
in the older areas. 

With this thought in mind, it is interesting 
to look at Fig. 4, which shows that the 
average of the rates for males in the low rate 
area was less than the average of the rates 
for fernales. In each of the other two areas 
with higher rates, the average male rate was 
The 


reverse of the direction of the difference in 


higher than the average female rate. 


male and female rates in the low rate area 
could support the theory that the early mani- 
festations of hospitalized old-age psychoses 
may have been significant factors in the 
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Fic. 4.—-Average annual first admission rates of 
males and females age 65 and over with cerebral 
arteriosclerotic and senile psychoses, areas of census 
tracts grouped according to rates for both sexes 
combined, Syracuse, N. Y., 1935 to 1944. 


selection of wage earners for migration to 
newly expanded residential areas. 

The relatively low rates among men, as 
compared with women, who had moved to 
new residential areas in Syracuse is not in- 
consistent with the findings of @degaard for 
foreign-born populations in Minnesota and 
of Malzberg and Lee for foreign-born pop- 
ulations in New York State(5, 6). 

The possibility of an “outward migration” 
of mentally healthy wage earners and their 
families, in greater proportions than less 
healthy wage earners, does not preclude the 
possibility that mentally sick persons may 
move in the opposite direction. Both trends 
may operate at the same time and thus in- 
crease the differences in the census tract ad- 
mission rates. These data further suggest, 
however, that continued residence in a neigh- 
borhood, after it has declined in ‘“‘socio- 
economic status,” also may be a factor in the 
differences in census tract rates of hospitali- 
zation for old-age psychoses between 1935 
and 1944. Perhaps failure or inability to 
change with the times is a sign of an early 
stage of old-age psychoses and the equivalent 
of “downward drift.” 


CONCLUSIONS 


It is recognized that different associations, 
or no associations, might have been found 
if unhospitalized cases had been added to 
the study. Insofar as this may be true, the 
identification of characteristics associated 
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with hospitalized cases may not contribute to 
the epidemiology of old-age psychoses. 

It is concluded, however, that little would 
be gained in the epidemiology of old-age 
psychoses if it were found that the true 
distribution of the disease resembles that of 
hospitalized cases. In the first place, the 
evidence suggests that the associated social 
and economic conditions might be the results 
rather than the causes of the disease. In the 
second place, it is suggested that the initial 
stages of the disease might have been pres- 
ent at an early age and exercised an influence 
on the “environment” many years before 
diagnosis. As long as there is a possibility 
that the disease itself may select the en- 
vironment, as suggested in parts of this 
study, the conditions associated with the 
disease at the time of diagnosis cannot be 
assumed to be the same as those that might 
have been found prior to onset. 

For this reason, studies limited to condi- 
tions present at the time of diagnosis cannot 
always be said to be concerned with the role 
of social and economic conditions as causa- 
tive factors prior to onset. Nor can it be 
said, in these circumstances, that the findings 
either support or reject any hypothesis that 
any aspect of the “socio-economic environ- 
ment” is a contributing factor in the onset 
of the disease. In fact, the populations with 
different rates of disease in 1940 may have 
been exactly alike at the time of the initial 
onset of the disease. 

Some of the difficulties in interpreting 
“ecological correlations” for purposes of 
mental disease epidemiology have been de- 
scribed by others(7, 8, 9, 10, 11). The chief 
problem, however, is believed to be related 
to the lack of clinical information necessary 
to the establishment of the time of onset of 
the disease. Without this information, early 
recognition of cases outside the hospital is 
not possible and the conditions prior to the 
develop nt of the d 
rated and studied apart from the conditions 


isease cannot be sepa 


resulting from the disease. 

From this point of view, useful clinical 
data constitute the greatest need in mental 
disease epidemiology, regardless of the 


method of analysis used. 
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DISCUSSION 


Ewarp W. Busse, M.D. (Durham, N. C.).— 
The authors have presented an important contri 
bution to our rapidly expanding knowledge con- 
cerning the interrelationship between human func- 
tioning and the environment. 

One important point is that similar previous 
studies have in some instances been contradictory. 
For instance the work of Faris and Dunham in 
Chicago was repeated by Mowrer, many of whose 
findings differed from those of Faris and Dunham 
The realization that studies of the same community 
may produce variable results undoubtedly plays a 
role in the caution expressed by Miss McCaffrey 
and Dr. Downing when they refer to the difficulties 
in interpreting ecological correlations. However, 
their work corroborates the work of other inves 
tigators, as well as the “clinical hunches” of many 
practitioners, that certain segments of our society 
contribute an inordinate number to our morbidity 
statistics. That a difference in socio-economic level 
can be correlated with psychological and physio 
logical functioning of elderly persons is certainly 
an observation which is confirmed by my colleagues 
and myself utilizing a quite different method of 
investigation. 

The interest in socio-psychiatry is evidence that 
we are finally accepting the fact that mental dis 
eases are often traceable to environmental defects 
and deficiencies just as the infectious diseases can 
be propagated by defective sanitation, careless con 
tacts with carriers, reduced resistances, and other 
bad environmental conditions 

The authors, state that they selected the psychose 
of old age for study for several reasons, one of 
which was “the relative ease of diagnosis.” In con 


4 

3 

3 

Ss 

| 


1068 


ECOLOGICAL 


ANALYSIS 


trast I feel that such a diagnosis is a difficult one, 
particularly if it is meant as a precise primary 
diagnosis. That physiological changes have taken 
place in the brains of elderly people is indisputable, 
but I feel that it is doubtful that the two diagnoses, 
senile psychosis and cerebral arteriosclerosis, are 
accurate estimates of the etiology of these changes. 
Confused elderly persons are often labeled as senile 
or arteriosclerotic by the admitting physician. If 
carefully observed it becomes apparent that the men- 
tal changes in many such patients have been exacer- 
hated or precipitated by cardiac insufficiency, in- 
tercurrent infection and other systemic diseases. 
With prompt and proper treatment many of these 
patients can be restored to a level of functioning 
which is acceptable to the community. For these 
reasons I am interested in knowing precisely the 
diagnostic criteria and when they were applied dur- 
ing the course of the patient’s illness. I am also 
interested in the hospital course, and the eventual 
disposition of the patient. This would give us an 
opportunity to evaluate more adequately what the 
authors noted, that is “sick persons in some types 
of populations are more likely to be hospitalized 
than in others.” I believe that it is highly likely that 
many patients admitted from the congested areas of 
the city have suffered from physical neglect. This is 
more likely to happen if a person is living alone. 
This is certainly not the only factor which con- 
tributes to the high incidence of admissions from 
the central portions of the city, but I believe it 
is one that can be remedied by proper preventive 
medicine. 

The authors concluded that “studies based on 


socio-economic status at the time of diagnosis of 
a disease of long or unknown duration may measure 
the effects of the disease as much, if not more than 
the effects of the environment.” This concept that 
disease is responsible for “downward drift” is an 
interesting one which is in accord with the natural 
law of survival of the most fit. However, “fitness” 
has many determinants. For instance, in my opinion 
it is likely that first admissions from congested 
areas if checked for the extent of education would 
force us to conclude that persons with little educa- 
tion are more likely to breakdown in old age. 

It is also apparent that various segments of our 
society are more tolerant in accepting deviations of 
behavior, and that certain groups will make an 
effort to supply elderly people with satisfactory 
roles and relationships necessary for a reasonable 
adjustment. It is possible that this explains the low 
rate which occurred in exclusively Italian, German 
and Polish areas. It is possible that these minority 
groups feel they must protect themselves and have 
a stronger feeling of mutual responsibility. For 
this reason they may tolerate changes of behavior 
and may make a greater effort to sustain an eld- 
erly person in the community. It is obvious that if 
we are going to cope with the rising number of 
elderly people in our populations, it is essential for 
us to know what factors will contribute to hos- 
pitalization and which steps medically, psychiatri- 
cally and socially can be utilized as preventive 
measures, Realizing this, I think we are indeed 
indebted to investigators such as McCaffrey and 
Downing who have made a splendid contribution 
to human ecology in relation to mental illness. 
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PERSONAL AND INTERPERSONAL FACTORS IN 
MOTOR VEHICLE ACCIDENTS * * 
JOHN J. CONGER, Pu.D., HERBERT S. GASKILL, M.D., DONALD D. GLAD, Pu. D., 


ROBERT V. RAINEY, Pu.D., WILLIAM L. SAWREY, Pu. D., anv 
EUGENE S. TURRELL, M.D.* 


Accidents in general, and motor vehicle ac- 
cidents in particular, constitute a major 
health problem in this country. During the 
past year over 35,000 individuals were killed, 
and almost 2 million injured in motor vehicle 
accidents in the United States. In the armed 
forces alone, 1,610 persons were killed and 
another 10,360 injured in off-duty driving 
accidents. The economic cost of accidents 
through property damage, injury and lost 
time is staggering. In 1954, estimates for 
the country as a whole ranged as high as 4.5 
billion in direct costs, and another 15.5 billion 
in indirect costs. The armed forces have 
computed that the average fatal accident of 
a serviceman costs the government $43,000. 

With the present rapid increase in cars on 
the road, miles driven per car, and the conse- 
quent increase in accident exposure, these 
figures are expected to continue rising. Ac- 
cording to Lloyd Palmer, secretary of the 
South Central State Council of Safety Co- 
ordinators, the present figure of 58 million 
cars on the road will increase in the next two 
decades to 85 million. Obviously the accident 
problem is a grave and challenging one, and 
constitutes one of the major epidemiological 
problems confronting health officials at the 
present time. 

What causes motor vehicle accidents? The 
term itself suggests that chance plays a 
major role. Yet it is known that many fac- 


1 Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, IIl., April 30- 
May 4, 1956. 

2A report of the Accident Research Project, 
Univ. of Colorado School of Medicine and Fitz- 
simons Army hospital, Denver, Colo. This investi- 
gation was conducted under the auspices of the 
commission on accidental trauma of the Armed 
Forces Epidemiological Board, and was made pos- 
sible by a contract (DA-49-007-MD-s502) with the 
office of the surgeon-general. 

8 The authors wish to express their appreciation 
to their collaborators in this project, who have 
made essential contributions: Helen V. Burns, 
Linda L. Hassel, M. A., Leo Keller, B. A., Leonard 
F. Krause, Pu.D., and Jerome Levy, Pu. D. 


tors may be significantly related to accident 
frequency and severity. Some roads are 
safer than others, and certain times of the 
day are safer. There are data to suggest that 
some people are safer than others, and that 
the same individual may be safer at certain 
times than at others. Obviously, to imply that 
accidents are due solely to chance is not to 
tell the whole story. In fact, one law enforce- 
ment official has recently suggested substi- 
tuting the objective, descriptive term “‘col- 
lision” for the more frequent term “accident” 
in order to avoid the unfortunate implica- 
tions regarding etiology inherent in the word 
accident. 

Undoubtedly, there will always be acci- 
dents, but it is the view of the present au- 
thors that if we can learn more about the 
factors which contribute to accident occur- 
rence, we may be in a position to devise 
methods of reducing the frequency and 
severity of avoidable accidents. In the case 
of any epidemiological study, a knowledge of 
etiology is of major value in developing ade- 
quate treatment methods. 

Obviously, the task of investigating a phe- 
nomenon as inherently complex and obvi- 
ously multiple-determined as motor vehicle 
accidents demands a many-sided approach, 
Among the many types of accident research 
currently in progress may be noted: studies 
of factors in automotive design which in- 
crease or decrease the likelihood of injuries 
or death to a vehicle’s occupants when a col- 
lision occurs(11); investigations of the re- 
lation of highway design and traffic char- 
acteristics to accident frequency(3, 4, 5, 
13) ; research on safety regulations and law 
enforcement(12) ; studies of the relation of 
physical health and physiological functioning 
to accident susceptibility(6) ; and investiga- 
tion of the effects of psychotherapy on driver 
behavior(15). 


The purpose of the present paper is to de- 
scribe a 3-year investigation of one aspect 
o* the accident—namely, the role of personal 
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and interpersonal factors in determining ac- 
cident frequency and severity. 


PROBLEM 


The specific problem faced by the present 
inivestigators was to determine what, if any 
relationships existed between the accident 
records and the personal characteristics (psy- 
chological, psychophysical and psychophysio- 
logical) of individual drivers—in this case 
members of the armed forces, The problem 
itself is not unique, and has been investi- 
gated with varying degrees of success by a 
number of previous workers(10, 14). It is 
the authors’ belief, however, that the present 
research incorporates a number of methodo- 
logical advances, over many previous studies, 
These include attempts to control for acci- 
dent exposure ; efforts to insure that infor- 
mation about the individual’s accident history 
is kept separate from his test and interview 
records, so that it cannot bias either scor- 
ing or interpretation of the test material ; and 
special efforts to insure the accuracy of ac- 
cident and violation data. In addition, it is 
felt that the present study is considerably 
broader in scope than most. 


SUBJECTS AND PROCEDURE 


The subjects were 264 airmen stationed at 
Lowry Air Force Base in Denver. They 
were divided into 2 samples, referred to 
hereafter as “the initial sample” (N_ 110) 
and the “cross-validation sample” (N 154). 
Kach sample, in turn, was composed of 3 
groups of drivers—a high-accident, a moder- 
ate-accident, and a no-accident group. For 
most of the accident information official 
records of motor vehicle departments were 
employed, since subjective reports by indi- 
viduals of their accident records which have 
been used in some studies, have frequently 
proved undependable. Where subjective re- 
ports were used, they were employed only 
as a supplementary source of information. 
High-accident subjects were defined for the 
purpose of this study as individuals who had 
had 2 or more accidents for which they were 
officially held responsible in the past 44 years, 
of which at least one occurred within the 
year immediately preceding testing. Middle- 
accidents subjects were defined as individuals 
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who had had only one accident during the 
past 44 years. No-accident sub jec ts were de- 
fined as individuals who had no record of 
accidents, either according to official records 
or the individual’s subjective report during 
the past 44 years, and no record of moving 
violations during the same period. 


THE INITIAL SAMPLE 


The initial sample of 110 airmen was 
composed of 15 no-accident subjects, 35 
moderate-accident subjects, 15 high-accident 
subjects, and the remainder unclassified. 
Each of these airmen was subjected to an 
extensive battery of individual measure- 
ments. In view of the frequently tenuous 
and contradictory assertions in the literature 
concerning relations between personal fac- 
tors and accidents, it seemed advisable to 
examine each subject as thoroughly as pos- 
sible, in order to permit an adequate test 
of the hypothesis, that important relations 
exist between the two types of variables. 

Among the measures employed were: 
structured psychiairic interviews; objective 
tests of values and attitudes; objective and 
projective personality tests; and a wide 
variety of psychophysical measurements, such 
as simple and complex reaction time and 
motor coordination. In addition, a number 
of new tests were constructed especially for 
purposes of this research. A detailed list of 
the measures used is contained in Table 1. 
It should be emphasized that in conducting 
the testing, none of the examiners was aware 
of the subjects’ accident records. This in- 
formation was kept separate during the test- 
ing period, to eliminate any possible bias in 
the examiner’s technique of administration, 
scoring, or interpretation which might have 
resulted from such knowledge. 


RESULTS OF THE INITIAL STUDY 


Table 1 summarizes the results obtained 
in the initial study. As may be seen, of the 
51 tests or subtests administered, to dis- 
criminated between the high, middle and no- 
accident groups at the 20% level of confi- 
dence or better. In other words, in the case 
of these latter tests, the chances were less 
than 20 in 100 that differences of this mag- 
nitude or larger would be obtained by chance. 
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TABLE 1 


INITIAL SAMPLE 


V ariable ( 


Education in years.. 
MMPI! K Test Attitude.......... 
MMPI Hs Hypochondriasis ey 
MMPI D Depression 
MMPI Hy Hysteria 
MMPI Pd Psychopathic Dev. ......... 
MMPI Mf Masc.—Fem. .............- 
MMPI Pt Psychasthenia ............ 
MMPI Ma Hypomania 
MMPI Si Social Interest............-- 
TTS2A Active.... 
'TS V Vigorous ... 
I Impulsive 
TTS D Dominant 
I 
I 


‘TS E Emotionally Stable............ 
TS S Sociable 
C-W Curvilinear 

C-W Static 
( 

( 


Warm... 
W Symmetric ... 
A-V Social 
Taylor Anxiety 
Wesley Rigidity Scale............ 
Neuropathic Traite® 
F Test (Authoritarianism Scale... 
Level of Aspirations Test........... 
Sports Participation’ ............. 
Non-sports Participation ......... ! 
Mashburn — Coordinator, Pat 
Mashburn Complex ‘oordinator, Pat 
Two-hand coordination 
Discrimination Reaction Time (Simple) ). 
Discrimination Reaction Time (Choice) . 


Depth Perception 
Biographical Inventory ® 
Personal Questionnaire® ............ 
Thematic Apperception Test........... 


Rorschach ......:. 


Emotional Projection Test ® 


Psychiatric Interview 


1. Minnesota Multiphasic Personality Inver 
Thurstone Temperament Scale 


Discrimination Reaction Time (Com- 


3 
3. Conger-Wilson Designs Test. See Gaskill, 
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A more rigorous level of significance was not 
demanded in this phase of the research, for 
fear of excluding potentially useful findings 

In this connection, it should be emphasized 
that when as many tests are administered as 
in the present study, a considerable number 
of apparently significant findings must be 
expected to occur by chance alone. Thus, 
while it is undoubtedly desirable in any re 
search to study additional subjects in order 
to cross-validate apparently significant find- 
ings, such a procedure is particularly urgent 
in cases like the present, where many tests of 
significance are involved. Too frequently, 
particularly in the field of accident research, 
unwarranted conclusions are reached on the 
basis of initial findings which further re- 
search fails to substantiate. 


rHE CROSS-VALIDATION SAMPLE 


Cross-validation of all the findings from 
the initial sample has not yet been completed. 
Further studies will be necessary to detet 
mine the ultimate usefulness of suggested 
differences obtained from such measures 
as Rorschach, TAT, psychomotor and psy 
chophysiological tests, and psychiatric inter 
views. For example, there were suggestions 
in the preliminary Rorschach findings that 
accident subjects more frequently showed an 
excessive dependence upon a rather regre 
sive sort of wish-fulfilling fantasy than their 
non-accident counterpart Further, it ap 
peared that more accident subjects showed 
relatively little insight eaaedi their guid 
ing impulses and needs. On TAT findings 
and in interviews, there appeared the sug 
gestion that the accident subjects were more 
likely to feel, consciously or unconsciously, 
that the social environment and their inter 
personal relations were rather barren and 
unrewarding in relation to their needs for 
affection, recognition, and achievement. Ag 
gressive, hostile themes in general appeared 
more frequent among this group. It should 
be stressed, however, that final judgment 
about the general validity of such preliminary 
findings must be withheld pending further 
investigation of additional subjects. This 
work has not yet been completed 

However, all tests of the paper-and pencil 
variety which appeared to discriminate in 
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the original testing have now been cross- 
validated, using a new sample of 154 sub- 
jects, selected according to the same criteria 
as the initial sample, and divided as follows: 
25 no-accident subjects, 25 middle-accident 
subjects, 15 high-accident subjects, and &g 
subjects outside the above categories. 

Table 2 summarizes the findings of the 
cross-validation study. As may be seen, most 
of the paper-and-pencil tests which initially 
appeared to discriminate were unable to with- 
stand the rigors of cross-validation with a 
new graup of subjects. Ilowever, one type 
of measure proved extremely stable, namely, 
measures of the individual’s value system. 

Of the 6 scales contained in a revision of 
the Allport-Vernon Study of Values, de- 
veloped by Dr. Jerome Levy of the project 
staff, 3 scales—those dealing with aesthetic, 
theoretical, and religious concerns—proved 
highly discriminating, both in the initial and 
validation The remaining 
scales, (economic, political, and social) did 
not. As may be seen from Fig. 1, the no- 
accident subjects were consistently more 
oriented toward religious values, and less 
toward aesthetic and theoretical values than 
the high-accident subjects. As might be ex- 
pected, the mean scores of the middle-acci- 
dent subjects fell in the middle range be- 
tween the high- and non-accident subjects. 

The predictive value of this test is demon- 
strated clearly by a comparison of the per- 
formance of accident and non-accident sub- 
jects in both the initial and cross-validation 
samples on these 3 scales. When appropriate 
cut-off scores were established for each of 


cross samples. 


TABLE 2 
CRrOSS-VALIDATION SAMPLE 


Level of 
significance 


Variable (if below .20) 


MMPI Pd Psychopathic Dev. ......... -- 
10% Items (Keyed -- 
Siebrecht Attitude Scale............+.. 
Motor Decision Scales 
Biographical Inventory — 
from other objective tests dis- 


1. Miscellaneous items 


criminating in the initial sample beyond the 10% level of 
idence 
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Fic. 1.—Scores on the Allport-Vernon Study of 
Values of 1956 high-accident, middle-accident and 
non-accidents groups. 


these scales, and the number of scales on 
which a subject exceeded the cut-off scores 
was computed, it proved possible in the initial 
sample to correctly identify subjects as ac- 
cident or non-accident in 22 out of 30, or 
73% of cases. Applying the same cut-off 
scores to the cross-validation sample, 29 out 
of 40 subjects, or 73% were correctly identi- 
fied. As an additional bit of evidence, it 
might be added that in a third sample of 49 
accident and non-accident subjects just com- 
pleted, the above criteria correctly classi- 
fied 36 or, again 73%. Furthermore, when 
scores were computed for the middle-acci- 
dent subjects, they fell, as one would pre- 
dict, almost evenly into the accident and 
non-accident groups (13 non-accident and 
12 accident). Thus, the Allport-Vernon ap- 
pears to be an extremely stable predictor of 
accident susceptibility in this population. 
The stable results achieved with this test 
in 3 successive samples, and its high predic- 
tive value suggest that different types of 
individuals are represented in the accident 
and non-accident groups. The rather surpris- 
ing thing to the authors is that such marked 
differences between groups have been found 
on measures of values, while relatively slight 
differences have been found on most of the 
other paper-and-pencil tests. For this rea- 
son, it seems worth while to discuss the 
meaning of the Allport-Vernon scales in 
more detail. According to Allport(1), the 
“pure,” though of course non-existent, case 
of the aesthetic man would be an individual 
for whom beauty as expressed in form and 
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harmony, is the highest value. He judges 
experience from the standpoint of grace, 
symmetry or fitness and sees in life a pro- 
cession of impressions each to be enjoyed 
for its own sake. Empirically, a relative 
preference for this value is measured by 
questions like the following: “Taking the 
Lible as a whole, should one regard it from 
the point of view of its beautiful mythol- 
ogy and literary style rather than as a spir- 
itual revelation?” “Do you think it is justi- 
fiable for great artists such as Beethoven, 
Wagner, and Byron to be selfish and negli- 
gent of the feelings of others?” “If you 
were a university professor and had the 
necessary ability, would you prefer to teach 
poetry or chemistry and physics ?” 

In contrast, the extreme of the theoretical 
individual would be one whose dominant 
interest is truth as such. He avoids value 
judgments (regarding objects) and is merely 
interested in observing the processes of 
nature as they empirically exist. His chief 
aim in life is to gather and systematize 
knowledge. 

On the other hand, in his pure form, the 
religious man is concerned with the super- 
natural meaning of all existence, and par- 
ticularly his place in it. It is the mystical 
qualities of life to which he is directed. Of 
course, no individual embodies the extreme 
of any of these values; rather, each person 
represents a combination, varying 
amounts, of all of them. 

Frankly, the authors are still puzzled by 
the relatively higher theoretical and aesthetic 
interests, and the relatively lower religious 
interests of the accident individuals. On the 
basis of the preliminary findings from other 
tests, such as Rorschach and TAT, from 
interviews, and from the few isolated items 
that consistently prove discriminating in the 
other paper-and-pencil tests, such as the 
MMP’, it appears that the accident sub- 
jects may well be psychologically more com- 
plex than their non-accident counterparts, 
less in harmony with their environment, and 
less conventional. There is some suggestion, 
which may be reflected in the higher re- 
ligious scores of the non-accident subjects, 
that they tend to accept conventional values 
to a greater extent ; have simpler and on the 
whole less imperiously demanding needs ; 
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have less conflict, both internal (in the sense 
of superego conflict) and external (in the 
sense of environmental frustration) regard 
ing the satisfaction of their needs ; possess 
less elaborate psychological defense systems 
( possibly these are less necessary for them) ; 
and show less tendency, both as children and 
adults, to engage in contentious or acting-out 
behavior. This last point receives support 
from MMPI items showing that non-acci- 
dent subjects have had fewer conflicts with 
authority, in the forms of truancy, delin- 
quency, and minor offenses, and that they 
more regularly go to church, pray, and in 
general behave in rather socially conforming 
ways. 

It is at least possible that the higher 
theoretical and aesthetic scores of the acci- 
dent group are associated with a general 
tendency to be less conventional, psycho- 
logically more complex and subject to con- 
flict, more in disharmony with their every- 
day environment, and more ready to resort 
to complex defenses against anxiety. 

The investigators’ immediate goal is to 
study a new sample of subjects in a highly 
intensive fashion. This investigation will 
have 3 aims: 1. As has already been noted, 
the cross-validation study described in this 
report included only the paper-and-pencil 
type tests. However, tests for the new cross- 
validation samples will include individual 
projective techniques, interviews, and psy 
chophysiological measures, thus making their 
cross-validation possible. 2. It is also planned 
to add a number of additional tests, which 
current findings indicate to be relevant and 
possibly discriminating, e.g., interest and 
preference tests. In this manner, additional 
measures helping to discriminate accident 
and non-accident subjects may be discovered. 
3. Each subject in the new sample will re- 
ceive an intensive clinical workup, aimed at 
achieving a greater psychodynamic under- 
standing of differences already obtained and, 
if possible, of discovering other points of 
difference—as well as helping to provide a 
better picture of the individual as a whole. 


SUMMARY 


While it has been demonstrated that ac- 
cident and non-accident subjects in the pres- 
ent population of young airmen differ 


sig - 


—— 
1957] 
4 

: 

4 
j 
a 

“4 


1074 


nificantly from one another ; and while psy- 
chological measures can be used to predict 
accident status for this population with a 
high degree of success, much more work 
remains to be done before a clear under- 
standing of the psychodynamic relationships 
existing between the structure and function 
ing of the individual and his accident suscep 
tibility can be achieved. It also remains to 
be shown whether the psychological differ- 
ences which are related to accident sus- 
ceptibility in this particular population would 
also prove discriminating with other, differ- 
ently composed populations. 
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TESTING THE VALIDITY OF PERSONALITY PROFILES IN 


PSYCHOSOMATIC ILLNESSES | 


FLOYD O 


Combine the problems ol psychiatry, 
physical medicine, and the interactions of 
mind and body, atid you have a fair estimate 
of the problems of psychosomatic medicine. 
It is easy to demonstrate physiological 
changes which follow a sudden onset of fear 
or anger. The quickened heart and respira- 
tory rate, muscle tremors, goose pimples, 
cold sweat, and abdominal discomfort are 
familiar reactions. Some changes are so 
familiar, demonstrable, and therefore ac- 
cepted that they sometimes are taken as legal 
evidence of emotion (the lie detector test 
for instance). That these same emotions may 
produce permanent changes in body function 
or changes in body structure is more difficult 
to demonstrate. Nevertheless it logically fol- 
lows that permanent emotional tendencies or 
personality patterns might be associated with 
permanent physical changes(1). 

In psychiatry, the problem of making in- 
telligible descriptions of personality profiles, 
or patterns of emotion, thought and action, 
has not been surmounted(2). With many 
persons in the field of physical medicine 
there has long been a strong suspicion that 
personality and emotions play a role in so- 
matic illnesses(3), but few mechanisms have 
been demonstrated. The frequent attempts 
to apply certain personality profiles to per- 
sons with certain physical or somatic illnesses 
never therefore have been proven fully justi- 
fied. Failure to solve these difficulties has 
retarded growth of the field which we call 
psychosomatic medicine. We need a greater 
quantity of positive, concrete, and objective 
proof that some personality types and some 
somatic illnesses are related to be able to ac- 
cept this as fact. 

A number of approaches have been made 
to the study of these relationships. Some in- 
vestigators(4) have subjected animals to cer- 
tain kinds of stress and studied the resulting 


1 Read at the 112th annual meeting of The Ameri- 
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ructural changes im various organs and 
ch tiges m blood levels of certain hormone 
Some(5, 6, 7, 8, 9, 10) have studied in man 
the reactions of certain body organs to cer- 
tain specific emotions. Others(11, 12, 13, 14) 
have studied persons with certain known 
somatic illnesses with the aim of discovering 
and describing any common personality pat- 
terns which may have etiological significance. 
The latter have formulated some “‘personality 
profiles” said to be characteristic of persons 
having certain illnesses. 


THE PROBLEM OF PROFILES 


live years ago this author studied psycho- 
somatic relationships by trying to fit these 
personality profiles, at least as he interpreted 
(and perhaps modified) their descriptions, 
to patients with the so-called corresponding 
omatic illnesses. There was much evidence 
of truth in these concepts but it also was 
found that with a little imagination one 
could see almost any profile in almost any 
patient if he were looking for that profile. 
It was obvious that some kind of objective 
approach and perhaps testing methods were 
needed. 

Why not introduce an unknown? If per- 
sonalities and somatic illnesses go together, 
then one should be able to pick out patients 
with one illness from patients with other ill 
nesses by a personality study, with no other 
knowledge of the patient. If this can be done 
with appreciable accuracy, then we have a 
more concrete and objective demonstration 
that such psychosomatic relationships do 
exist and that there is real validity in the 
concept of personality profiles in psycho- 
somatic illnesses. 


PURPOSE AND METIHIOD 


The purpose of the new method of pa- 
tient study reported here was to determine 
the percentage of times an examiner can 
“diagnose” any of several different physical 
illnesses through the use of nothing more 
than a personality evaluation interview. All 
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other conceivable diagnostic indicators were 
withheld from the examiner. At the close of 
the examination interview the examiner was 
to state whether the patient had one of 14 
illnesses thought to be psychosomatic and 
specify the illness. 

This examiner made a personality study of 
over 400 patients, selected by professional 
colleagues who permitted the examiner no 
knowledge of the patient other than what he 
was able to learn from a brief personality 
study interview. In order that the examiner 
see no physical sign indicating presence or 
absence of any particular illness, every pa- 
tient had his entire body and extremeties 
covered during the interview. In order that 
the examiner be given no verbal clue to the 
illness, every patient was thoroughly in- 
structed to say nothing about any symptoms, 
treatment, disabilities, medical recommenda- 
tions, diet, or anything in any way associ- 
ated with his physical self. All interviews 
were conducted in the presence of 2 to 16 
colleagues, These served the dual purpose of 
providing a group effect to better bring out 
patients’ personality traits in a short period, 
and to note any signs or verbal expressions 
from the patient which might in any way be 
diagnostic indicators other than by way of 
personality traits. 

Patients were from all socio-economic 
classes, both sexes, white race, in good state 
of intelligence and mental health, and were 
between 12 and 60 years. Each patient was 
instructed to answer, as far as possible, all 
questions as he would have before he became 
aware of any sign of his illness. This served 
to eliminate his disclosure of other indica- 
tors of his illness and also made possible the 
investigation of personality factors preced- 
ing, rather than following, an illness. 

Interviews were of 15-25 minutes duration 
and covered a circumscribed amount of sub- 
ject material, in any order that allowed the 
smoothest flow of the interview and covered 
the following information: name ; age ; resi- 
dence ; birth; place in parental family ; rela- 
tions with parents and siblings ; reactions to 
school, church, people, occupation, self ; 
marital situation, and any other pertinent 
situations. Military history and any changes 
in Occupation or residence were avoided, for 
fear of disclosing evidence of illness which 
might have affected these. 
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Patient studies were rejected if in any way 
the patient disclosed his illness or gave leads 
other than personality traits. In taking his 
hands from under cover he might reveal 
skin or joint pathology. If he were to make 
the statement, “I can’t eat like I used to,” he 
might be revealing evidence of a gastroin- 
testinal or diabetic disorder. If this proved 
true and the examiner had formed such an 
impression, the case was rejected. If this 
proved not true, and the examiner had 
formed the wrong impression from whatever 
basis, the case was accepted in the tabula- 
tions. Misleading physical or verbal obser- 
vations were accepted. Leading ones were 
not. This may have handicapped the ac- 
curacy of the method but was considered 
necessary and unavoidable since diagnostic 
impressions were to be entirely on the basis 
of personality findings. Only one exception 
was made: persons with one particular so- 
matic illness are especially prone to remove 
a hand from under covering during the inter- 
view. These individuals tend in many ways 
to disregard rules. This may be an im- 
portant consideration in formulating an im- 
pression of this diagnosis (diabetes) and 
such cases were included unless more serious 
infractions occurred. 

After the interview the examiner offered 
his diagnostic impression. There were 15 di- 
agnostic possibilities: 14 specific “‘psycho- 
somatic” illnesses, or other than these 14. Of 
cases not rejected, tabulations were made 
showing the percentage of accuracy of im- 
pressions for each illness. Where it was felt 
that a patient had more than one illness, these 
were tabulated accordingly. 


RESULTS 


Table 1 shows the incidence of correlation 
between actual diagnoses and diagnostic im- 
pressions based on personality study. 

It is interesting to note the few instances 
in which the first or second diagnostic im- 
pressions failed to name the actual diagnosis. 
In some cases, personality studies gave the 
primary lead to a certain illness. A 40- 
year-old man had a personality profile as- 
sociated with rheumatoid arthritis. His 
chart said he had a “bleeding peptic ulcer.” 
Questioning of the man revealed he had re- 
ceived shots for arthritis and developed the 
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TABLE 1 


CorkeELATION Between Actua. DIAGNOSES AND THE DIAGNosTIC IMPRESSIONS 


Correct Correct 


Total patients “diagnosis” “diagnosis” 

interviewed Correct “diagnosis” second third Complete * 

(estab. diag.) first choice choice choice misses 
Rheumatoid arthritis .............. 24 20 (83%) 3 1 -- 
18 15 (83%) 2 I 
10 6 (60%) 4 — 
Hyperthyroidism ................. 4 4 (100%) - -- - 
12 8 (67%) 2 2 
Neurodermatitis ............. 4 1 (as5%) 2 I 
Degenerative arthritis ........ I — I — 


(66%) 27 7 12 


* The primary established diagnosis (that which the patient really had) was not offered as a diagnostic impression at 


all. 


ulcer as a side-effect. Examination showed 
minimal signs of rheumatoid arthritis still 
present. 

That group of patients entitled “other” 
was controlled in number to avoid its being 
out of proportion to the total number of 
cases. This was accomplished by never in- 
tentionally referring a patient with none of 
the 14 illnesses. Patients sometimes were 
referred by colleagues who did not know the 
exact 14 illnesses being considered. Some- 
times a patient was seen before a thorough 
diagnostic study had been made and it de- 
veloped that he did not have the illness of 
which he was suspected. These cases were 
tabulated in the “other” group if they other- 
wise met the standards for the experiment. 
It was first considered that this group was 
of little consequence in this study and per- 
haps that is true. This “waste basket” was 
not considered as part of the study until it 
was seen to be developing. 


PERSONALITY CATEGORIZATIONS 


Certain personality categories were estab- 
lished as a result of repeated observations 
that (1) some persons are excessively appre- 
hensive and perceptive, readily express their 
thoughts, freely react to their conscious or 
unconscious sources of fear or anger, and are 
active physically and verbally in nearly all 
spheres of their living (“Excessive reac- 
tor”); and that (2) some persons are much 


the opposite, tending to suppress and be un- 
aware of apprehension, fear and anger, to 
withhold expression of original thoughts, 
and to, inhibit their actions (‘Deficient re- 
actor”) ; and that (3) some persons do not 
suppress their apprehensions, perceptions, 
fears or angers but remain consciously aware 
of them though they often do not act upon 
them or express them verbally (“Restrained 
reactor’’). 

Table 2 shows the category into which 
each studied seems most often to fit. 


TABLE 2 
PERSONALITY CATEGORIES 
I. Excessive reactors 


Coronary 

Ulcer 

Degenerative arthritis 
II. Deficient reactors 
Rheumatoid arthritis 
Ulcerative colitis 


Neurodermatitis 
(note itis suffixes) 


III. Restrained reactors 


Hypertension 
Hyperthyroidism 
Migraine 
Asthma 
Diabetes 


IV. Unknown 


Dysmenorrhea 
Glaucoma 
Backache 
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Five specific questions asked each patient 
gave sufficient information to make the gen- 
eral classification of personality. In some 
instances these questions gave sufficient in- 
formation to make a specific diagnostic im- 
pression. Following are the 5 questions: 

1. If you were sitting on a park bench on 
a nice warm spring day, very well relaxed 
and enjoying the sunshine, watching the 
birds flit around on the grass in front of 
you, and someone just your size, age, and 
sex, whom you had never seen, walked up, 
said nothing, and kicked you in the shins, 
what would you do? 

2. If you were given your choice of a 
great deal of any one of these 4 things, and 
very little of the others, which would you 
want a lot of: (a) religion, (b) education, 
(c) money, or (d) opportunity to help other 
people? Why? 

3. If suddenly you were awarded [a large 
sum of money], what would you do with it ? 

4. What is your greatest ambition ? Great- 
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est fear? Greatest anger? Greatest enjoy- 
ment ? 

5. What kind of people do you like most ? 
Dislike most ? 

The differences in response to these 5 
questions from patients with illnesses which 
fall into “Excessive” and “Deficient” re- 
actor groups is often remarkable. It is upon 
these differences that the concept of the 
groups was founded. Responses from those 
in the “Restrained” reactor group are less 
distinctive. Table 3 shows example responses 
by persons with an illness representative of 
each group. 

A detailed differentiation of each specific 
illness would be excessively voluminous for 
this report. 

Deep interpretations of responses were 
never attempted. All patients were inter- 
viewed under fairly standardized conditions 
and their responses taken essentially at face 
value. Personalities are so complicated that 
one could be easily confused. Superficial in- 


TABLE 3 


TypicaL Question Responses From Turee Personatity CATEGORIES 


Excessive reactor 

{Coronary] 

“We'd have a 
down” 


Question 


Park bench show- 


‘Beat the devil out of 


him” 


\ lot of money “I'd put it to work” 


Choice of: 
Education, religion, 
money, help others “Education” 


“Money” 


Greatest : 
Ambition (Achievement of a spe- 

cific goal) 

Be on top” 


Fear .... “Failure” 
“Failure” 
“Laziness” 


Anger 


“Respect” 
ompetition” Sports 
like golf 


enjoyment *Suece 


1 ype of opl 
Like most 
Like least 


“Ambitious people” 
“Those who are hard to 
get along with” 
“Dictators” 
“Insubordinate people” 


Deficient reactor Restrained reactor 
{Rheumatoid arthritis] 


“Nothing” 


[Hypertension] 
“I'd be pretty mad”; 
“Might hit him” 


“Help children or or- “Find out what is best” 
phans”; “Help old 


folks” 


“Help other people” “Religion” 
I 


“Make the 
better place” 


“Helping others”; “To world a 
be nurse’s air, nurse, 


or school teacher” 
“Nothing” “Insanity” 


“T really don’t know, a 
lot of things, I guess” 


“It doesn’t do any good 
to get angry”; 

“Nothing really makes 
me angry” 


“Fishing and other 


spor ts” 


“Helping others” 
“Crocheting” 


“Happy people” 

“People who worry”; 
“Sloppy or unruly 
people” 


“Friendly people” 
“I don’t dislike 
body” 


any- 
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terpretations were sometimes made, actually 
amounting to a subjective impression de- 
rived from nonverbal communication. For 
instance, after observing the rheumatoid ar- 
thritic patient’s deficient emotional responses, 
his statement that the kind of people he likes 
best are “friendly people” arouses a feeling 
in the observer that he means he does not 
like discord. This is usually found to be 
true on questioning. The ulcer patient, on 
the other hand, might say the same thing but 
one receives the impression that he would be 


more desirous of an active interpersonal re- 
lationship. Thus, though diagnostic impres 
sions are formed largely by weighing the 
actual responses to the questions and situa- 
tions presented, it is apparent that some sub 
jective impressions are formed in addition, 
and that there are no “standard” means for 
diagnosis by personality. 


OUSERVATIONS 


It should be possible to assume that two 
illnesses associated with personality profiles 
from different categories might not occur 
together frequently. Two or more associ- 
ated with personality types in the same cate- 
gory might be expected sometimes to occur 
together. Such actually has been found true, 
particularly as relates to the two more “op- 
posite” categories the “Excessive” and 
“Deficient” reactors. The “Restrained” re 
actor group lies hetween these two and these 
illnesses may more frequently occur in com- 
bination with one of another group. It seems 
that persons with a personality of one cate- 
gory are more susceptible to other illnesses 
in that category and sometimes more resistive 
to illnesses in another. 

It might be assumed, too, that treatment 
measures good for one group might be bad 
for the 
served. ACTH and Cortisone, good for the 
“Deficient” reactor group, are not good for 


‘ 


‘opposite” group. This is also ob 


the “Excessive” reactor group. In fact, in 
jections of these hormon will often pro 
duce benefit to one illness and harm to the 
other. These observations may lend evidence 
of truth to the theories of some investigator 
that these hormones play causative and pre 
ventive roles in various psychosomatic ill- 
nesses and to the theories regarding the role 
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of emotion in the production of these hor- 
mones(15). 

There appears to be a strong relationship 
between illness and personality in those in- 
stances of high correlation between actual 
diagnosis and diagnostic impression from 
personality profile. Those which show less 
correlation seem to have less relationship or 
it is less recognized, at least by this author. 
Insufficient study has been done in some ill- 
nesses. 

There is a certain unknown subjective ele 
ment in these studies as conducted. Some 
work has been done on interviews of this 
type using I-way vision apparatus, where 
the patient can see the examiner but the 
examiner cannot see the patient. This 
will increase objectivity but will not di 
minish accuracy of diagnostic impressions so 
long as the examiner is aided by someone 
who can observe and report on facts about 
the patient’s apparent emotional reactions to 
various questions and situations during the 
procedure. In the small amount of study 
thus far, these results are comparable, but it 
is much too early to judge. It will be in- 
teresting to see how far the subjective ele- 
ment can be eliminated and appreciable ac- 
curacy maintained in diagnostic impressions. 

Indications are that personality profiles, 
as determined by the examination, preceded 
the illnesses. Sometimes personality may 
have become such that it is conducive to the 
illness only in recent years or months before 
onset, having appeared different earlier. 
Sometimes after an illness is well estab- 
lished, or in old age, personalities appear 
different from what they were before the 
onset of these conditions. Deficient reactors 
may become more reactive and excessive re- 
actors less reactive. This may be the result 
of adaptive and preservative mechanisms, or 
of a feeling of safety once the illness is 
present. 

Considerable experience ts needed to clas 

ify personalities. A beginner may study an 
individual who to a more experienced ob 
server is at one extreme of personality and 
feel sure that he belongs at the other. The 
beginner thinks they all look alike. With 
training and experience he learns to dif 
ferentiate them and is better able even to 
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distinguish one from the other by verbal 
descriptions, inadequate as these sometimes 
might be. 

It does not follow, of course, that with a 
given personality one must have a given 
physical illness. Various organs under stress 
oftentimes become stronger and break down 
only after severe and long-continued stress. 
It would make an interesting study to see 
how often illnesses can be predicted in 
healthy persons with certain personalities, 
taking into consideration the likelihood that 
many might never succumb. 


CONCLUSIONS 


Persons with some illnesses can be picked 
out from those with others with a good per- 
centage of accuracy by personality interview 
study alone. Some of the personality pro- 
files as described by various investigators (as 
interpreted and/or perhaps modified by the 
author) are valid for these illnesses. More 
concrete, conclusive, and objective evidence 
of the relationship between personality pro- 
files and somatic illnesses is demonstrated. 
These personality profiles precede the onset 
of illness. 

There are some determining factors asso- 
ciated with certain personalities which make 
that individual more susceptible to certain 
illnesses and more resistive to others. Per- 
sonality studies have been demonstrated to 
be a sensitive indicator that certain illnesses 
might be present even when not otherwise 
suspected. 

Treatment and preventive measures should 
be improved when these factors are better 
established. Personality patterns may deter- 
mine whether an illness will develop. They 
may also influence its progress. Personality 
studies can be a useful prognostic tool. 

An extensive and closely coordinated 
study employing the psychiatrist, neurologist, 
physiologist, endocrinologist, biochemist, 


pathologist, and internist should be made to 
fill gaps in our knowledge of the psyche, the 
soma, and the inter-relationship between 
mind and body. 
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THE ROLE OF THE SYMPTOM IN PSYCHOSOMATIC DISEASE 


CHANGES FOLLOWING REMOVAL OF A SYMPTOM BY 


A group of patients who arouse interest 
are those who develop major psychoneurotic 
breakdowns after successful surgical treat- 
ment of a peptic ulcer. After seeing these 
patients, one becomes aware that the symp- 
tom must have acquired a place in the balance 
of forces operating within the patient and 
that the equilibrium was disturbed by re- 
moval of the symptom. Why does this come 
about—what is the function of the symp- 
tom? Before answering this we have to 
answer a preliminary question: does the 
symptom have any function? 

There has been interest in this question in 
recent years(1, 2, 3, 4). Browning and 
Houseworth(s5) present a study in which it 
is shown that some patients with peptic ulcer, 
when the ulcer is forcibly removed by sur- 
gery, develop symptoms in other systems: 
hypertension, asthma, and neurotic disability 
being among the most frequent. On the other 
hand, Shanahan(6) reported a study of 25 
patients, showing that 16 of the 25 were quite 
relieved by surgery and did not develop new 
symptoms. Eight of the 25, however, had 
new symptoms, including neurotic invalidism 
and various neurotic or psychosomatic dis- 
orders. A practical value of this study was 
the formulation of the types of persons who 
do badly after surgery and those who do well. 
These patients were nearly all men (22 of 
25). 

Our own observations over long periods 
of individual patients made us believe that 
the whole problem was complex and uncer- 
tain enough to merit further study. It is not 
enough to consider psychosomatic changes, 
i.e., changes from one physiological symptom 
to another; one must also inquire into other 
manifestations of the neurotic process—psy- 


1 Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., April 30- 
May 4, 1956. 

2From the division of psychiatry, University 
Hospitals, Cleveland, Ohio, and the department of 
medicine, Western Reserve University, Cleveland, 
Ohio. 
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choneuroses (phobia, hysteria, depression, 
and obsession), and behavior neuroses such 
as withdrawals and change in expression of 
affects. We, therefore, set up a simple study 
to survey the happenings when the symptoms 
of peptic ulcer are removed, 


METHOD 


This is a study of the posttreatment symp- 
toms of 30 patients hospitalized for peptic 
ulcer, half treated medically and half treated 
surgically by subtotal gastrectomy. The 
purpose of using a group of medically treated 
patients was to see whether symptomatic 
changes followed only surgical treatment or 
whether any loss, however induced, of ulcer 
symptoms would be followed by the appear- 
ance of other symptoms. 

The data were gathered by a standard in- 
terview covering items under the following 
headings: 1. General Health; 2. “Dump- 
ing Syndrome ;” 3. Psychoneurotic Disor- 
ders; and 4. Psychosomatic Disorders. 
Under general health items such as family 
life, daily routine, work habits, recreation, 
and a general statement from the patient re- 
garding the effect of treatment were covered. 
Symptoms which might be confused with 
psychoneurotic and/or psychosomatic symp- 
toms had to be differentiated. The ‘“dump- 
ing syndrome” is a generalized physiological 
reaction occurring after gastrectomy, result- 
ing from sudden emptying of the contents of 
the stomach into the intestine. It consists of 
a flushing of the skin with palpitations and 
gastro-intestinal hyperactivity. For a detailed 
account of the “dumping syndrome’ see 
Machella (7) and Schecter and Nechles(8). 
Thirty-three questions were directed under 
the headings of hypochondriasis, obsessive- 
compulsive state, anxiety, neurasthenia, and 
hysterical, phobic, and depressive symptoms. 
A general review was directed to cover 15 
items concerning the psychosomatic gastro- 
intestinal, cardiovascular, skin, genito-uri- 
nary, and musculo-skeletal systems. Our 
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definition of psychosomatic was rather loose, 
including not only asthma, hypertension, 
eczema, and hives, but also persistent physio- 
logical changes unexplained by any somatic 
disease, such as persistent tachycardia, and 
persistent constipation. 

The criteria for selection of patients were : 
1. age between 25 and 60 years at the time 
of hospitalization, which was between 1947 
and 1952; 2. that treatment resulted in re- 
lief of the ulcer symptoms with no severe 
recurrence; 3. that at least 1 year had 
elapsed between the onset of treatment and 
the time of the interview. Only patients 
who had undergone a partial gastrectomy 
were used for the surgical group. 


RESULTS 


PSYCHONEUROTIC SYMPTOMS 


Of the 15 patients treated surgically 4 had 
overt psychoneurotic symptoms before the 
operation. One of these was a phobic neu- 
rosis restricting the patient's life so that she 
could not get about among people. She was 
preoccupied with worries about her husband’s 
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health. Two patients had anxiety attacks of 
one kind or another, and a fourth had hys- 
terical preoccupation with disease. (See Table 
1.) After the operation 3 other patients de- 
veloped symptoms which could be considered 
psychoneurotic. One of them had an anxiety 
state with palpitations, troubled thoughts, 
and bad dreams. Another became severely 
impotent sexually, and the third developed a 
hysterical amnesia lasting about a week, dur- 
ing which he found himself in a distant city 
where the surgeon who operated on him was 
giving a lecture. Those who had symptoms 
before operation were not changed much, 
but one developed an overt hysterical symp- 
tom—an unexplained jerking of her legs, 
forcing her to rest, and she also became obese 
in the months following operation. The de- 
tails of these cases are given in Table 1. 


In the medically treated group by way of 
comparison, there were 6 of 15 patients who 
had definite and 3 who had questionable 
psychoneurotic symptoms before treatment. 
The details of these are given in Table 2. 
They represent a variety of neuroses ranging 
in complexity from an anxiety state in a 


TABLE 1 


SurRGICALLY Treated Group 


Psychoneurotic Symptoms 


Before 
Preoccupation with worries directed to hus- 
bands’s health; restricts her life by a 
phobic attitude toward people and places. 


Dramatizes physical things; fantasies about 
the body ; weird theories of physiology and 


medicine 


Wakes at night with dyspnea; mild anxiety 


Troubled thoughts; restless—feels that she 
wants to go someplace—she does not know 
where; however, the fact makes her anx 
ious; prone to worry about anything. Has 
nervous spells, characterized by bodily 
shaking; tense generally 


Total : 3 


°s surgically treated patients. 


As before 


Palpitations; troubled thoughts; dreams 
Impotence 


coversion—unex- 
causes her to stop 


Retained old symptoms; 
plained jerking of legs 
and rest; obesity 

As before; also frequent dreaming about pre- 0 
ceding day’s events 


Relieved, but she became more aggressive and 
outspoken 


Hysterical amnesia; had an amnesic week 
during which time he fled to a distant city 
where he woke up 


: Case 
no.* After New 
S-1 

? 0 
5-6 + 
5-7 + 
S-11 

‘ 
S-14 

S-15 0 + 
7 4 
| 


BADAL, DRISCOL, AND MAULTSBY 


TABLE 2 


MepicaL_y Treatep Group 


Psychoneurotic Symptoms 


Refore 

M-1 Always tense under responsibility; easily 
upset; nervous spells with shaking and 
tension 


M-2 0 


M-3. Treated by psychiatrist for hysteria; very 
preoccupied with health; trying out new 
medicines for real or “imagined” ills. Re- 
ceived treatment for (1) ulcer; (2) head- 
aches of undetermined origin; (3) hypo- 
chromic anemia; (4) scalenus anticus syn- 
drome; (5) fibroid uterus; (6) chronic 
uveitis; (7) nontoxic nodular goiter. 
Operations: (1) Abdominal hysterectomy ; 
(2) appendectomy; (3) subtotal thy- 
roidectomy. Other symptoms: insomnia 

M-4 Tiredness; nightmares and quite nervous 
with many worries; sweating; chest dis- 
comfort and dyspnea 


M-6 ? 


M-8 Had nervous spells and general tenseness ; 
fainting spells ; sleep disturbed by dreams ; 
troubled thoughts 

M-10 Chronic anxiety; “always a nervous per- 
son”; dizziness and fainting when in 
crowds 


M-14 0 


M-15 Germ phobia with severe anxiety; much 
concern over health 


6 


* M = medically treated patients. 


Total: 


person always tense under responsibility and 
easily upset to a severe hypochondriac who 
has had many physical preoccupations and is 
always trying out new medicines. Most of 
the neuroses were with unfocussed anxiety, 
nervous spells, faintness, insomnia, and 
troubled thoughts. After ulcer treatment 8 
patients had definite psychoneurotic symp- 
toms representing an increase of 2 from be- 
fore treatment as compared with an increase 
of 3 in the surgically treated group. As with 
the surgically treated patients, there was one 
case of psychic impotence, although in this 


After New 


Relieved 0 


Anxiety; sweating; tenseness; tachycardia + 
and dyspnea on excitement 

Retained her old conditions, unchanged, plus + 
hypertension and headaches 


As before 0 


Insomnia; far from happy; unhappy home 4 
life; wants more social life; unhappy first 
marriage ; on relief; worries about finances ; 
very depressed 

Anxiety attacks; frequent, with worry, shak } 
ing, sweating, dyspnea, tachycardia and 
syncope, 


Condition unchanged, plus dizzy spells { 
0 
Transient impotence + 


Relieved but totally disabled by neurotic in- 4 
validism 


case it was transient, One patient developed 
a state of unfocussed anxicty with sweating, 
tenseness, tachycardia, and dyspnea. The 
one who was completely relieved by medical 
treatment was totally disabled by neurotic 
invalidism and unable to work. 

The details of these patients’ changes are 
best seen in the charts of Table 2, but in 
general it might be said that most of those 
who had symptoms before had the same 
symptoms afterward with one exception, and 
that several patients developed new symp- 


toms of various kinds without any specific 
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predominant pattern. Perhaps it might be 
said that if a psychoneurosis was present 
before treatment, it tended to be aggravated 
after treatment, whether medical or surgical. 


PSYCHOSOMATIC SYMPTOMS 


Three of the surgically treated group had 
other psychosomatic symptoms as well as 
ulcer symptoms before treatment. One had 
a long history of asthma and chronic consti- 
pation; the second had muscle and joint 
pains; and the third had persistent head- 
aches, All three kept these symptoms follow- 
ing treatment. However, two changes did 


occur, The first patient said that her asthma 
was better and the second had urticaria in 
addition to the headaches, which persisted. 
Two other patients developed new psycho- 
somatic symptoms after treatment, both of 
acquiring 


them persistent hypertension 
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TABLE 3A 


PsyCHoOsoMATIC SYMPTOMS 
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within a few weeks after operation. One had 
a blood pressure of 160/120 and the other 
235/135. Altogether only 3 of 15 patients 
developed new symptoms in this category. 
A slightly higher number in the medically 
treated group showed other psychosomatic 
symptoms both before and after treatment. 
Before treatment there were 5 patients, I 
with muscular aches and pains and severe 
headaches, 1 with arthritis, 1 with chronic 
constipation, 1 with chronic diarrhea, and 1 
with asthma. After treatment 5 patients 
who had not had symptoms before showed 
symptoms. One of these had headaches and 
fainting, one had aching of his joints called 
“rheumatism,” one had irregular menses, 
one had hypertension and chest pains, and 
one had muscle and joint pains. The details 
of all patients who had psychosomatic symp- 
toms before or after treatment are shown in 
Table 3-A and J}. As in the surgically treated 


Surgically Treated Group 


Case 

no,.* Before 

S9 

S-10 0 

S-11 Asthma; chronic constipation 

S-12 Muscular aches and pains; treated as rheu- 
matism 

S-15 Persistent headaches 

Total: 3 


Before 
M-1t Muscular weakness ; dizziness 
M-2 
M-3 Tachycardia; diarrhea (?) 
M-4 
M-5 
M6 ? 
M-g Muscle and joint pains 
M-10 Headaches and asthma 
M-11 Chronic constipation and asthma 
M-13 
Total: 5 


*S = surgically treated patients; M 


TABLE 3B 
Medically Treated Group 


After New 
Diastolic hypertension (160/120) 
Essential hypertension (235/135) ++ 
Constipation relieved; asthma better 0 
As before 
Headaches and urticaria 
5 3 


After 
Oo 0 


Headaches; fainting + 


As before, plus hypertension (175/100); and + 
tachycardia 


“Rheumatism” 
Irregular menses after treatment aa 
+ 


Hypertension (?) and chest pains (possibly 
heart) 


Hives, itching rashes + 
Chronic constipation 0 
Muscle and joint pains +. 
8 7 


= medically treated patients. 
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group, the changes did not occur in the ma- 
jority of patients, but definite changes did 
take place following medical treatment. Al- 
together 10 of the medically treated patients 
and 6 of the surgical ones had new psycho- 
neurotic and/or psychosomatic symptoms 
after treatment ; #.e., 16 of the 30 patients— 
more than half. 


BEHAVIORAL CHANGES 


In both groups there were frequently ex- 
pressed changes of attitude, behavior or 
habits following surgery or medical treat- 
ment. In some instances these were quite 
subtle and in others quite obvious and 
marked. There were 4 surgical and 3 medical 
patients who stated they became more cau- 
, tious and learned how to “take it easy.” Some 
restricted their behavior and cut out social 
life. Some were more tolerant of people 
and handled them differently. Others were 
more aggressive. Altogether 9 surgical pa- 
tients expressed such habit changes. The 
details are seen in Table 4. Of these 9, 6 
also had some psychosomatic or psychoneu- 
rotic symptom along with changes of habits 


TABLE 4 
BEHAVIORAL AND Moop CHANGES 


Occur- 


rence of 
each 

symptom- 

Expressed changes change * 
“Take it easy’—more cautious ........... S-4 
M-3 
Stop drinking or cut down .............. S-1 

Able to express hostility differently—tolerant 

and handle people differently .......... S-2 
M-2 
Restrict behavior—no social life .......... S-2 
M-3 
M-o 
Eating habits—obesity S-1 
M-o 
Incapacitated—dependent S-o 
M-2 
Total number of patients expressing change. S-g 
M-6 

*S= surgically treated patients; M = medically treated 


patients 

Number of patients showing each symptom. Some pa- 
tients showed more than one symptom. Therefore total 
symptoms (23) is higher than total number of patients ex- 
pressing change.’ (15) 


or attitude. Six medical patients showed 
such behavior or habit and attitude changes. 
All 6 experienced some other change as well 
—in psychosomatic or psychoneurotic symp- 
tomatology. These habit and _ behavioral 
changes were not all of the same degree. They 
ranged from such things as simply giving up 
alcohol to complete neurotic invalidism, Al- 
together one additional medical and 4 surgi- 
cal patients, who had no new psychosomatic 
or psychoneurotic symptoms, had a marked 
behavioral change. This leaves only 4 of the 
15 medical and 5 of the 15 surgical patients 
in whom no change at all could be seen by 
our single interview examination. 

It is apparent that many patients in both 
medically and surgically treated groups had 
neurotic or psychosomatic symptoms before 
treatment. It is also apparent that many 
showed quite marked changes in the direction 
of acquiring new symptoms but that some 
lost symptoms. Some of those who did not 
develop symptoms showed changes in habits 
and behavior, so that it is evident that in this 
group relief of ulcer either by medical or 
surgical means is often attended by some 
other psychic change in the individual. 


CASE REPORTS 


A typical example is patient #11 in the surgi 
cally treated group, a 54-year-old white woman and 
a vivacious talker whose mind wandered in con 
versation. Her life had been burdened with the 
care of an epileptic son, and her closeness to medical 
problems has resulted in myriad theories about 
physiology and medicine. She stated that “asthma 
was just an excuse to prevent you from doing what 
you don’t want to.” She had shown a weight gain 
of 42 pounds over the past year. Her chief com 
plaint was her asthma, which she said was helped 
by her operation performed 3 years before. Since 
operation, the following changes have occurred: 
(1) Things don’t get done; (2) she avoids people; 
(3) her asthma is better; (4) she learned how to 
care for herself; (5) she no longer fears doctors 
and hospitals; (6) her friends say her disposition 
has improved; and (7) her legs “jerk and jump” 
at times. 

Another example of the kind of change in be- 
havior that one sees was observed in a patient 
treated medically, case #10, a colored woman of 
50 years, who described herself as a nervous per- 
son, although not so nervous as before her hospi 
talization in 1947. Before her treatment she avoided 
crowds and people because they caused her to 
feel faint. She said her treatment cleared up her 
attitude, although she could not explain how or 
why. She was also previously bothered by frequent 
headaches. Although her ulcer symptoms have 
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been entirely relieved, as well as her anxieties, she 
handles people quite differently. She now gives 
in to them, and she described an incident when she 
lent her brother-in-law $10; he claimed it was only 
$5. She merely walked away without argument 
She said if that had happened before her ulcer 
treatment, she would have gotten angry and fought 
with him. She also expressed more interest in men 
since her operation. 

Another patient, a 47-year-old white man, had 
been free of ulcer symptoms for the 3 years follow- 
ing his medical treatment. Previous to treatment he 
was a truck driver and had a severe germ phobia 
and was quite anxious in going about his work. 
After the ulcer treatment he no longer complained 
of his phobia, but is now a complete neurotic 
invalid, unable to work and is staying at home, 
supported by his wife. Apparently his retreat from 
life is effective in relieving his symptoms, but one 
wonders what would happen if he would go back 
to his job as truck driver. 


Of course, with patients examined only 
for their symptomatic history it is difficult 
to see any specific concomitant psychic pat- 
terns. So far as we could tell, the cases of 
striking, sudden outcropping of severe neu- 
rotic symptoms occurred only in the patients 
who had surgery. The sudden change of 
surgery may have called in other defenses of 
a more dramatic nature. 

Several patients who had been observed 
over long periods give more help in seeing 
individual patterns. 


T. M. was seen at the request of the surgeon 
who had operated on him 6 weeks before. The pa- 
tient is a 42-year-old business executive who had 
had symptoms of duodenal ulcer since he went to 
work in his early 20's. The ulcer had not pre- 
vented him from being successful as an executive 
in a large company, but he became gradually worse 
and had to give much thought to his diet, espe- 
cially in recent years. He was a labor mediator and 
he had to work with rather hard-boiled men both 
on the labor side and in his own management 
group. He seemed a shy, unaggressive man, and 
was always accompanied to the doctor's office by 
his wife. It must indeed have required a great ef 
fort on his part to maintain his demanding job 

Following a subtotal gastrectomy he was com 
pletely relieved of his ulcer symptoms. After a 
month at home, during which he found to his 
amazement that he could eat almost anything he 
wanted for the first time in years, he went back to 
work at his old job. After a few days on the job 
he suddenly disappeared and was absent for a week 
was located in a city 150 miles away, 
where the surgeon who operated on him was 
giving a lecture, He‘had a-complete amnesia for 
the events of the weck, awakened in the city, went 
to a telephone, called his home and told his wife 
where he was, and in a rather detached and un- 
emotional way wondered what had happened to 


before he 
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him. Although he had recovered from his amnesia, 
he still had some symptoms. At his first interviews 
he could not talk about anything about which he felt 
emotion. Later he began to talk about his job and 
some of the difficulties involved in working with 
certain of his colleagues. After 3 weeks at home 
he felt a little desire to be active and tried to go 
back to work, but had anxiety attacks on the way 
to work. His wife was very protective, and with 
her cooperation, we allowed him to stay at home 
until he felt better. He returned after 6 weeks 
to a job which was much easier and involved less 
responsibility than his old one. He gradually in- 
creased in his sense of security in his own capacity 
to be active and after about 6 months was able to 
go back to his previous responsible job. 

The main problems were simple reality problems 
—his relationship to the people at work, his boss, 
and the men with whom he had to deal in particular. 
There had been a trauma within the previous year. 
He had begun to work for a man who was de- 
manding, yet never issued praise and the patient 
needed considerable support from the figure of 
authority above him. He was still in this situa- 
tion at the time of operation. A final very reassur- 
ing word from the even higher authority, the 
president of the company, helped him at last and 
he began to mend. His feelings of inadequacy were 
based on strong passive elements in what was super- 
ficially a hearty, active, hard-working business 
executive. Here is a patient who had a hysterical 
amnesia, recovered, and was in a state of anxiety 
for several months, requiring psychotherapy to re- 
turn him to his normal life and activity, and then 
only with considerable struggle on his part. The 
basic neurosis was the need to have a strong sup- 
porting figure above him. His hysterical break- 
down came after losing his support and his ulcer 
and recovery of equilibrium came when a new 
supporting authority stepped in. 

Another patient, also a very successful business 
executive, 35 years of age, was considered to be an 
active, driving, energetic individual who had had a 
peptic ulcer for 15 years. A secretary would come 
into a board meeting and bring him a glass of milk 
or a dose of antacids. His whole life was built 
around the treatment for his ulcer. Vagotomy was 
performed because he continued to have severe 
symptoms of ulcer. Following the operation he was 
completely relieved, but a few days afterward, be- 
fore he left the hospital, he commenced to have at- 
tacks of anxiety in which he felt something terrible 
was about to happen. “Gruesome thoughts” bothered 
him and eating made him nervous. He developed a 
phobia for the executive meetings that he was 
supposed to attend and he found it difficult to go 
out socially because of his anxiety, which gave the 
impression that it could develop into a phobia for 
One complaint was that he could not “blow 
his top” as he used to, and with hundreds of men 
under him he is helpless unless he can handle them 
in this way. He came to psychiatric treatment after 
4 months quite willingly. Over a period of several 
months he was treated and he brought out many 
of the conflicts, most of which go with his feelings 
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of passivity, which had been brought to the surface 
by the surgery. Considerable guilt over masturba 
tion was present and it was to this that he attributed 
his whole anxiety, saying that he had thought while 
he was in the hospital after surgery that this was 
the cause of all of his personality troubles—injury 
of self through masturbation. His mother had 
warned him against it as a boy. He felt that he 
had extended himself in life beyond what was easy 
for him to do. He was the youngest of 3 boys 
and felt that his older brothers were more casy 
going and self-confident, although not as successful 
as he, and that his competitive rivalry had forced 
him into activities in which he had no confidence 
in succeeding. After discharging this guilt he had 
great relief, felt very much less damaged, and his 
self-esteem returned. The therapy never got be 
yond this depth, for the patient said that he felt 
well enough to go on alone, and since his anxiety 
attacks were by this time very mild, no attempt 
was made to stop what was apparently a flight into 
health. His competitive rivalry, perhaps being 
partly a reaction formation, had temporarily been 
weakened by the sense of guilt over masturbation 
brought in by the situation of the surgery. Re- 
covery consisted of relief of the guilt plus a funda- 
mental change in the essential constellation of his 
neurosis—a compound of passivity and an active 
defense. He again assumed his active role, and has 
remained well since. 


DISCUSSION 


Any €xperienced psychiatrist who has 
dealt with neuroses in psychotherapy, and 
surely any psychoanalyst, can very likely 
match these patients with some of his own 
who show the same thing; namely, a change 
from one symptom to another during the 
course of therapy. 

Apparently changes do not take place in all 
patients in the same direction, and indeed 
there are not always changes. Sometimes 
there is only relief. Nevertheless, our im- 
pression is that interference with ulcer syinp- 
toms, especially those of long standing, often 
is followed by the appearance of other kinds 
of psychic symptoms. 

The conclusion we draw is that when the 
symptom presents itself we can assume that 
it is only part of a balance of the forces 
which make up a dynamic unit. Possibly the 
patients who improve their status after treat 
ment are those in whom the inconvenience of 
the ulcer has come to outweigh other factors, 
so that cure brings relief which outweighs 
other changes. Those who do not improve in 
total status after surgery are those in whom 
the basic conflict has been partially solved 
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by the presence of the symptom, and with 
removal of the symptom the basic conflict is 
again felt, anxiety occurs, and new methods 
of defense and adaptation must be found. 
Part of the importance of the symptom is 
seen if it is removed and a large enough por- 
tion of the defenses of the patient removed 
with it. 

The treatment need not be by surgery, for 
medical treatment in our patients was fol- 
lowed by changes of the same sort as after 
surgery, except for the possible exception of 
dramatic hysterias, which in our group oc- 
curred only after surgery. 


SUMMARY 


1. Thirty patients with peptic ulcer were 
interviewed concerning psychoneurotic, psy- 
chosomatic, and behavioral symptoms before 
and after hospital treatment. 

2. Many of the patients (21 of 30) showed 
changes, some profound and some very 
subtle, ranging from acute hysterical reac- 
tions to chronic neurotic invalidism. Un- 
focussed anxiety occurred in some and some 
acquired other psychosomatic diseases. 

3. The specific changes seem to depend 
somehow more on the individual's basic con- 
flict and the way in which he has worked the 
symptom into his pattern of defense rather 
than on the specific type of medical or surgi 
cal treatment, though the dramatic neurotic 
breakdowns seem to occur mainly after sur- 
gery. 

4. Cases followed over long periods show 
that the basic neurotic conflict of the indi 
vidual determines what will happen in regard 
to specific symptoms. The outcome of medi- 
cal or surgical treatment can be predicted 
only if this basic dynamic unit is known, 
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DISCUSSION 


Lours A. Gorrscnark, M.D. (Cincinnati, O.). 

At the University of Cincinnati, College of Medi- 
cine, the department of psychiatry has carried out 
two studies which have bearing on the problem 
of shifts in adaptational patterns. Dr. Stanley 
Kaplan investigated shifts in reaction patterns in 
18 cardiac patients following the removal of 
chronically disabling symptoms by mitral com- 
missurotomy. This study revealed that an average 
of 16 months after the operation 12 patients (66%) 
had developed new complaints and disturbances, 
somatic, some psychologic and some be- 
havioral. Dr. Kaplan found that some of these 
readjustment patterns seriously interfered with 
total rehabilitation. He found that the specific kind 
of readjustment pattern a patient used was under- 
standable as a reaction to the elimination of 
chronic symptoms that had come to acquire some 
special meaning to the patient. Some examples of 
the variety of reaction types occurring after this 
operation are as follows: (1) inertia to disap- 
pearance of the symptoms in spite of physiologic 
evidence of good cardiac status or (2) a paradoxical 
depressive reaction or (3) the advent of severe 
anxiety or (4) the appearance of new somatic com- 
plaints in some patients. To give proper perspec- 
tive about the therapeutic consequences in these 
patients with this operation, it is important to point 
out that 33% of the patients had immediate and 
long-lasting favorable results. 

Another study carried out by a team of our in- 
vestigators examined—from both a surgical and 
psychosocial viewpoint—the onset, course, convales- 
cence, and outcome (6 months after leaving the 
hospital) of a representative sample (200) of a 
year’s (1954) admissions (3,656) to the surgical 
wards of the Cincinnati General Hospital. Shifts 
in psychiatric adaptational patterns were noted in 
35% of the patients (31 of 88) who had operations 
and were available for follow-up and in 40% (16 of 
40) who were not operated and were available for 
follow-up studies, Adaptational shifts were counted 
not on the basis of single symptoms but only when 
there was a clear-cut change in the direction of 
either a neurotic, somatic, or behavioral syndrome. 
Such shifts occurred significantly more often in 
those patients who were found to have a worse 
status, both surgically and psychiatrically, 3-6 
months after hospitalization as compared with their 
preoperative status. No essential differences were 
noted in the severity of the surgical conditions or 
the hazards of the operation performed in patients 
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showing such shifts in psychiatric adaptation pat- 
terns as compared with those not having shifts of 
this sort. There was evidence that not only the re- 
moval of chronic symptoms but also the meaning 
to the patient of surgery, even though surgery was 
not performed, was a factor capable of precipitating 
a new psychiatric maladjustment. For certain pa- 
tients, hospitalization and/or a surgical operation 
was found to have various neurotic meanings: (1) 
a punishment for forbidden thoughts or misdeeds; 
(2) an exposing of one’s inner secrets and shames; 
(3) a threat to one’s concept of his sexual role; 
(4) an opportunity to satisfy dependent needs, 
masochistically conceived; (5) an occasion to get 
rid of, to separate from, the “bad-evil” part of one- 
self. When such neurotic idea prevailed, whether 
or not the individual was aware of them, mild to 
spectacular changes in adjustment patterns oc- 
curred. The removal of a symptom, though often 
sufficient to precipitate the development of a new 
symptom, was not the only factor that could pro- 
duce the symptomatic changes under discussion. 
Other support for this point of view comes from 
observations on the effect of elective operations, 
such as tonsillectomies, in children otherwise symp- 
tom-free; such operations have been noted by some 
authors to be followed by the manifestation of vari- 
ous types of emotional disturbances which can have 
prolonged and pervasive consequences in an indi- 
vidual’s personality. 

We made another interesting relevant observation 
in our psychiatric study of surgical patients. In 
our series of patients there was a number of im- 
pulse-ridden men (10) who were desperate to 
establish by their overt behavior that they were 
“he-men”; spurred on by their self-doubts, each 
recklessly raced his car until the inevitable accident 
happened, Though they often required no operation, 
they tended to show a shift in adjustment pattern 
from a character or behavior disorder, without psy- 
chologic symptoms, to a severe neurotic disorder 
featured by chronic anxiety and withdrawal from 
interpersonal relationships. 

The undeniable facts that shifts in syndromes do 
occur and that a variety of situations can provoke 
such shifts indicate strongly that there is a com- 
mon denominator for many different kinds of sick 
behavior, whether the sickness is manifested in 
physical, psychologic or social dysfunction. Such 
observations invite the formulation of a_ unified 
theory of sickness, particularly those sicknesses in 
which the interpersonal functioning of the individual 
is primarily involved. More empirical and ex- 
perimental data are necessary, especially data ob- 
tained in conditions where the problem of shifting 
reaction patterns is put under clear focus. Perhaps 
then, the common principles, if they exist, underly- 
ing the genesis of psychosomatic, psychiatric, and 
certain other classes of illness may be successfully 
and convincingly formulated. 
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A SUGGESTED APPROACH TO THE PROBLEM OF 
NARCOTIC ADDICTION * 


HERBERT A. RASKIN, M.D., THOMAS A. PETTY, M.D., ano MAX WARREN, M.D.* 


Prior to 1950, narcotic addiction was pri- 
marily a problem of drug traffic and con- 
stituted criminal activity. As a social prob- 
lem and medical entity it was, in general, 
only vaguely defined except in certain iso- 
lated instances. With the apparently in- 
creased use of narcotic drugs following 
World War II, especially among the late 
teen-age groups, there was a sudden upsurge 
in interest by legal and medical authorities. 
Entire communities became aroused because 
of what appeared to be a lack of attention 
by responsible persons to this problem. Re- 
cently many communities have made inde- 
pendent efforts to reevaluate the problem 
and establish facilities for control.* 

The City of Detroit organized the Mayor’s 
Committee for the Rehabilitation of Nar- 
cotic Addicts in March 1951. It was re- 
quested to concentrate on law enforcement, 
rehabilitation, research and education. The 
committee included representatives of the 
departments of psychiatry of Wayne Uni- 
versity and Detroit Receiving Hospital, the 
Recorder’s Court Psychopathic Clinic, the 
Narcotic Bureau of the Detroit Police De- 
partment, the Detroit House of Correction 


1 Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill, April 30- 
May 4, 1956. 

2 The material and proposed program herein was 
first submitted to Mayor Albert E. Cobo, Detroit, 
Michigan, on November 15, 1955. Acknowledgment 
is accorded Louis H. Bassett, M.D., first medical 
director of the Narcotics Clinic, Detroit Department 
of Health; and to Mr. Charles L. Wells, social 
worker, Narcotics Clinic, for his aid in the com- 
pilation of material for this paper. 

8 Authors are, respectively, medical director, Nar- 
cotics Clinic, Detroit Department of Health ; former 
clinical director, department of psychiatry, Detroit 
Receiving Hospital, and supervisor of Narcotics 
Clinic, Detroit Department of Health; and former 
medical director, Narcotics Clinic, Detroit Depart- 
ment of Health. 

* New York, Chicago, Alameda County of Cali- 
fornia, Dr. John M. Dorsey, professor, department 
of psychiatry, Wayne University, has received 
from Dr. G. H. Stevenson of the University of 
British Columbia, Vancouver, Canada, confidential 
reports of his comprehensive investigation of the 
problem of narcotic addiction in Canada. 


Commission, judges and probation officers 
of Federal and local courts, the Detroit 
Board of Education, the Young Men’s 
Christian Association, and the fields of law, 
religion, medicine and public health. The 
chairman was also chairman of the depart- 
ment of psychiatry of Wayne University. 
The director of the department of psychiatry 
of Receiving Hospital, also on the staff of 
Wayne University School of Medicine, was 
a member of the committee. Later, the di- 
rector of the Narcotics Clinic acted as an 
advisory member of the committee ; he was 
also a member of the psychiatric staff of 
Receiving Hospital and the faculty of Wayne 
University. 

Anticipating the yet unformed narcotics 
clinic, the committee was organized on the 
basis of complete community representation 
to meet a problem believed to pervade every 
aspect of life within the community. All the 
social, legal, religious, judicial, economic, 
law enforcement, educational and medical 
forces were integrated into a functioning 
unit for the study and evaluation of this 
problem. 

As an outgrowth of the preliminary work 
of this citizen’s committee, the Narcotics 
Clinic was established as part of the Detroit 
Department of Health. It was organized as 
an administrative and clinical arm of the 
Health Department, totally unrelated to any 
police function. A closely knit working rela- 
tionship was instituted between the clinic, 
the psychiatric division of Detroit Receiving 
Hospital, and the department of psychiatry 
of Wayne University. All three facilities, 
working jointly toward clinical, therapeutic 
and administrative control, provided what is 
believed to be a unique approach to the prob- 
lem of narcotic addiction. 

Unlike the outpatient narcotics clinics 
which operated in many cities during 1919 
1924, the clinic of the Detroit Department 
of Health has at no time condoned or even 
considered providing drugs to the addicted 
person in the sense of maintaining addic 
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tion.® All actively addicted individuals who 
contact the clinic first undergo complete 
physical withdrawal under medical super- 
vision. Only then are the psychotherapeuti- 
cally oriented rehabilitation facilities pro- 
vided. Within the limits of clinic function, 
it would be inadvisable to attempt any sort 
of rehabilitation while the person remains 
addicted.® 

In the 3 years that this work has been 
conducted, 510 cases have been processed. 
The clinic was established to aid the addicted 
person on a purely voluntary basis. The 
strictest adherence to medical ethics of trust 
and confidence was effected. All publicity 
stressed this and also the absence of any re- 
lationship to police function. Word rapidly 
circulated that it was safe for an addicted 
person to make himself known to the clinic. 
The concept of the voluntary patient was 
viewed simply to mean a motivation for clinic 
visit that excluded any sort of external pres- 
sure. Insight by the addicted person into the 


® During and after 1919, 44 or more clinics and 
dispensaries were opened by municipal or state 
health officials in large cities of the United States. 
‘Treatment consisted in supplying the drug at prices 
far below any other market. Various practices 
existed ; one was giving drugs in gradually diminish- 
ing amounts until a minimum was reached, Other 
clinics maintained the customary dosage while some 
even increased it as demanded by the addict. In 
some instances, where the person complied, he was 
hospitalized for withdrawal. Programs for injec- 
tion on the premises rapidly collapsed. Within 4 
years, all such clinics had ceased operations. Reasons 
were many. Addicts were unwilling to go to the 
clinic for their injection every 6-8 hours. Where 
clinics gradually decreased the amount, additional 
supplies were purchased elsewhere. Many _ indi- 
viduals endeavored to procure from the clinic more 
drugs than they actually required. The price in 
drugstores was 7-11 cents per grain while the 
clinic charged 2-3 cents per grain; the clinic thus 
became the wholesale house for drugs, helping to 
swell the rolls of drug peddlers. 

The clinics attracted addicted persons from all 
over the country. There was a mass migration to 
the source of the drug, and crime rates and prob- 
lems of social welfare increased. Much 
antipathy was aroused because of what was in- 
terpreted as official condonement of addiction 

All addicts did not use clinic facilities. Many did 
not want to make their identity known; while 
others, particularly heroin users, had no desire to 
make the transition to morphine offered at the 
clinic (1). 

® Treatment on an outpatient basis of active 
addicts is reported by Glover and Nyswander (2, 3). 
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existence of an emotional problem, his help- 
lessness in terms of self-resolution, and his 
need for psychiatric assistance were inten- 
tionally excluded from this definition. 

Even with such a broad interpretation of 
voluntary motivation, only 34 patients, 6.7%, 
could be so classified... And to make this 
dismal picture worse, of these 34 persons, 
20 came to the clinic solely to be “cured” by 
gaining physical withdrawal. Clearly they 
had no desire and felt no need to continue 
contact following withdrawal.* Thus, a true 
representation of this voluntary group 
would be 2.7% (14).° 

Among the 510 persons who approached 
the clinic presumably in search of aid for 
their addiction were 164 who consented to 
withdrawal treatment at Detroit Receiving 
Hospital. While in the hospital, these pa- 
tients were in contact with clinic personnel 


7 Other motivations and their relative frequencies 
are: (1) Pressure of family or friend, 21.2%; (2) 
cost or unavailability or drug, 19.0%; (3) police 
prisoner, 19.4%; (4) referred by probation dept., 
12.47% ; (5) fear of police apprehension, 4.7%; (6) 
danger of losing job, 4.1%; (7) pressure by physi- 
cians, 3.7% ; (8) referred after police investigation, 
2.7%; (9) drug overdose or medical emergency, 
2.7% ; (10) no drug history, 1.4%; (11) not noted 
in early records, 2.0%. 

8 How many had no intention of staying off the 
drug is difficult to know. Some addicts request 
withdrawal in order to decrease their demands in 
terms of dosage and cost, or to again experience the 
“kick” long since gone with ever-increasing toler- 
ance. 

® The subsequent clinic experience of these 14 
patients who seemingly voluntarily initiated a pro- 
gram for self-help is interesting: Two, chronic 
schizophrenics, entered psychotherapy and remained 
in contact until therapy was terminated. One was 
referred to Lexington, Ky.. USPHS Hospital, and 
remained for the recommended period. He made 
no contact with the clinic upon release from this 
hospital and, according to police records, was later 
noted to have become readdicted. One was referred 
to Lexington and signed out against medical advice 
after 3 months; 2 referred to Lexington failed to 
report there. None of these ever again contacted the 
clinic. One developed an acute psychotic reaction ; 
hospitalization and subsequent therapy were on a 
private basis. Three entered psychotherapy at the 
clinic, on an extremely erratic basis for 1 month, 
6 months, and 2 years respectively and finally dis- 
continued without notification. Two are known to 
have become readdicted; 1 left the city. The re 
mainder were seen for compilation of social history 
on their first visit. Appointments were made for 
therapeutic evaluations but these 4 were never seen 
again. 
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RASKIN, PETTY, 
and specific post-discharge appointments 
were made. Despite this, however, 80% did 
not return to the clinic after discharge un- 
less they had relapsed to a readdiction state. 

One means of gaining contact with the ad- 
dicted population was established in June 
1954. The Narcotics Squad of the Detroit 
Police Department provided the clinic with 
the arrest records of all individuals arrested 
because of addiction or other criminal ac- 
tivity and found to be addicted prior to their 
release. The clinic then contacted these per- 
sons by mail, identifying itself and explain- 
ing its function and facilities, giving the ut- 
most assurance of anonymity. Between June 
1954, and October 1955, letters were sent to 
714 addicted persons, offering them the facili- 
ties of the clinic. The percentage return was 
3.9%. Only 28 individuals replied by initiat- 
ing at least the first visit to the clinic. 

Our experience in processing patients for 
referral to the U. S. Public Health Service 
Hospital at Lexington, Kentucky, as volun- 
tary patients is also pertinent. This institu- 
tion, located 400 miles from Detroit, is the 
only narcotics addiction rehabilitation center 
with long-term hospitalization available to ad- 
dicts in the Detroit area. Of the 101 persons 
applying for admission to Lexington through 
this clinic, 87 were eligible for admission. 
All were persons with whom such hospitali- 
zation had been discussed in great detail and 
who recognized their imperative need for 
prolonged hospital care. But, of the 87 ac- 
cepted for admission, only 52 or 59.8% 
actually reported. Of these, 30 left the insti- 
tution against medical advice shortly after 
admission. Ten completed the minimal hos- 
pital stay. Of the 40 who reported to the 
hospital and left, 36 did not resume contact 
with the clinic unless they became readdicted. 

These figures do not include the many in- 
dividuals who flatly refused even to consider 
this voluntary hospitalization program. In 
many instances, the reason for refusal was 
the distance of the hospital from home and, 
perhaps intuitively perceived, the effects of 
separation from familiar community envi- 
ronment upon the patients well-being. 

The manner in which appointments were 
kept, or rather not kept, as revealed by ini- 
tial social history, therapeutic evaluations, or 
therapeutic sessions, likewise frequently re- 


AND WARREN 
vealed apathy, neglect, and inability to main- 
tain requisite responsibility. Even in many 
of the patients with whom outpatient psy- 
chotherapy seemed feasible, there was litile 
determination for continuation of treatment. 

Judging from this review, treatment of 
the addicted person on a purely voluntary 
basis in an outpatient facility, initially, at 
least, holds little promise for success. Nor 
does voluntary hospitalization, particularly 
in a hospital located 400 miles from home, 
provide the answer. 

Observation of the clinical characteristics 
and psychodynamic forces of the addicted 
person makes these conclusions even more 
definite. Helplessness—an insinuating, in- 
sidious, inexorable helplessness pervades the 
clinical picture of the addict. Through every 
stage of addiction, from preaddiction to the 
post-addiction state, the person we are deal- 
ing with is helpless to make an adequate ad- 
justment by himseif. His personality is seri- 
ously defective and has inherent pathological 
tendencies. Intolerant of anxiety, he avoids 
or escapes it through impulsive action. Be- 
fore he discovers the effect of drugs, his 
sense of security and well-being are depend- 
ent upon the immediate gratification of his 
needs and wants. The ordinary delays and 
inconveniences of daily living are to him 
intolerable frustrations. If he cannot escape 
them, unbearable tensions are experienced 
which he thinks the environment should re- 
lieve. When reliet is not forthcoming, he 
feels that his inalienable right to happiness 
has been abrogated. Simultaneously con 
fronted with the irresistible need for im- 
mediate gratification and an ungratifying 
environment, he inevitably feels justified in 
employing any measure to rectify this dep 
rivation. Thus, obviously, the psychological 
structure of the individual, rather than the 
effect of the drug, determines the etiology 
of the addiction(4, 5). Even if this indi 
vidual did not turn to narcotics to relieve his 
tension he would need help anyway. 

Once introduced to the drug, however, 
such a person will never forget its effects. 
Its initial use produces an incomparable 
sense of well-being, self-sufficiency, and se- 
curity. The memory of this experience beck- 
ons as a panacea for all the unbearable frus- 
trations of daily living. Once the alluring 
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invitation is accepted, addiction is inevitable. 
Initially the effect of the drug may be a re- 
newal of self-confidence, and an increase of 
physical energy, and mental ability, all of 
which may be employed quite constructively 
in work and creative expression. The com- 
mon alternative initial effect is that the drug 
so fulfills the deepest and most urgently felt 
needs of the user that it immediately be- 
comes the point about which his life revolves. 
With a readily accessible source of supply 
and sufficient funds, the addict may make an 
adequate adjustment for a certain period. 
Dependent upon the purveyor, however, 
and helpless without the drug, the addict is 
confronted with the effects of physiological 
tolerance which necessitate larger and larger 
doses to attain the original effect—an effect 
which seems to recede more rapidly as the 
need to increase dosage becomes more urgent. 
At this time the clinical picture so familiar in 
the clinic and the hospital begins to develop. 
He now lives in constant dread lest his sup- 
ply be cut off or his funds prove inadequate. 
He has become fair game for the purveyor 
who is prone to exploit the addict’s urgen- 
cies for his, own financial gain. Helpless to 
deal with the purveyor except with money 
and completely dependent upon drugs to 
relieve his unbearable tensions, he develops 
the most ingenious devices to secure funds 
and to protect his source of supply. By 
now his whole life revolves around se- 
curing the drug and the progressively di- 
minishing period of gratification it affords. 
The most intimate of human relationships 
are exploited without regard to moral and 
ethical considerations or material profit to 
secure a direct or indirect source of supply. 
The fulfillment provided or promised by 
the drug virtually extinguishes or relegates 
to a secondary role all other instinctual de- 
sires and gratifications. For the addicted 
person, “it means the fulfillment, or at least 
the hope of fulfillment, of a deep and primi- 
tive desire, more urgently felt by them than 
are sexual or other instinctual longings by 
normal persons’ (6). Commonly a regression 
sets in that ends in the disintegration of 
more mature emotional development. All 
energies tend to resolve into “amorphous 
erotic tension energy” without “differential 
characteristics or forms of. organization.” 


(1). This “amorphous tension” resembles 
the instinctual drives of the passive-recep- 
tive oral orientation of the infant, who asks 
for gratification without any capacity for 
giving and without any consideration of 
reality (8). 

Helpless to deal with the increasing com- 
plexity of his addiction, he has by this time 
destroyed or alienated practically all possible 
sources of help. Family and friends have 
been exploited and abused and the com- 
munity is outraged by his self-indulgence if 
not by his criminal activities. Penniless, in 
debt, physically run down, mentally and emo- 
tionally depressed, without a job or about to 
lose one, pursued by the police and/or a 
purveyor, driven by his instinctual needs and 
completely helpless to do anything for him- 
self, he must depend upon family, friend, 
police or other community agency for succor. 
The clinic’s experience is that in such dire 
straits only 14 of 510 addicted persons were 
capable of seeking help by themselves. 

Once admitted to the hospital the addict 
is completely dependent upon his doctor and 
the hospital personnel to maintain his resolve 
to undergo withdrawal. No sooner has the 
withdrawal started than the tension becomes 
excruciating, but it becomes unbearable as 
the physiological symptoms of withdrawal 
set in. By this time the patient has usually 
changed his mind about withdrawal and is 
willing to do anything to get out of the hos- 
pital. If, however, he remains, his demands 
for attention, extra consideration, privileges, 
and increased medication become a problem 
for the hospital personnel. 

Once the drug has been successfully with- 
drawn, in one day to a week, the patient is 
frequently overwhelmed by a surging sense 
of confidence and optimism, In the pro- 
tected environment of the hospital, with mini- 
mal instinctual tensions and freedom from 
the physiological dependence upon the drug, 
memories of the pain and anguish precipi- 
tated by addiction become too dim and hazy 
to be the basis for the lesson that experience 
should have taught. Now sincere in the be- 
lief that he is able to take care of himself 
and tolerate ordinary frustrations like other 
people, he presses for release and usually no 
logic can persuade him to remain in the hos- 
pital long enough to prepare himself for the 
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inevitable trauma of emergence into the out- 
side world. 

At Detroit Receiving [lospital in the past, 
because there was no adequate legal proced- 
ure for restraining him or organization for 
adequate care, the addict was released—with 
the express agreement that he would main- 
tain contact with the clinic through regular 
appointments. This arrangement was facili- 
tated by the clinic staff who maintained con- 
tinuous contact with the patient throughout 
the period of hospitalization and arranged 
appointments before he left the hospital. 
Though every one of the 164 hospitalized 
patients was in complete accord with this ar- 
rangement, 131 did not keep their posthospi- 
tal appointment until after they had relapsed. 

Once out of hospital and free of the drug 
the previously addicted person is confronted 
by suspicious former friends, relatives and 
employers who, if kind and generous, enter- 
tain only misgiving concerning the reform. 
Broke, frequently without a job and home- 
less, usually without a reliable job reference, 
he is extremely serisitive to insult and rebuff, 
suspicious of the good-intentioned few who 
might befriend him and generally resentful 
and hostile toward family and community. 
Now, still unable to deal with the instinctual 
needs that resulted in the use of the drug 
initially, and frustrated by these new reali- 
ties, he feels the same helplessness that ini- 
tiated the cycle. Unless immediate help is 
forthcoming relapse is inevitable. In our pa- 
tients, who did not even accept the help the 
clinic offered, the period before relapse was 
as short as 20 seconds—a “fix” awaited 
them in a car parked outside the hospital. 

The continuous urgent and insatiable de- 
mands for relief of tension by medication, 
attention, privileges, etc., the complete dis- 
regard of the individuality of the personnel, 
and the almost total lack of appreciation of 
their efforts are an exhausting and fre- 
quently revulsive experience for all who deal 
with the addicted person. Consequently we 
are impressed by the inability of any one 
individual, group or institution to help him 
more than transiently ’® with his multi- 
faceted problem. 

10 We have discussed only the essential clinical and 
dynamic features of the addicted person. The omis- 
sion of a discussion of the multiplicity of other fea- 
tures and symptoms does not imply a lack of ap- 
preciation of their existence or their significance. 
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We are convinced, however, that he can 
be treated, but only with an enormous ex- 
penditure of energy by the community 
through the coordinated efforts of its variou 
resources, 

The formerly punitive community, that 
depriving environment which made the ad- 
diction necessary, must now assumie the role 
of the benevolent but firm parent. The com- 
munity must become cognizant of the severe 
emotional sickness and the helplessness of 
the addicted person. It must recognize his 
total inability to help himself and to cope 
with the routine of living without the drug. 
A three-fold community program re- 
quired ; 

(1)The addicted person must be subject 
to court commitment procedures for compul- 
sory hospitalization. Provision must also be 
included for immediate re-admission within 
a period of at least two years following re- 
lease from the hospital. 

(2) Rehabilitation hospital facilities must 
be located in the geographic area of addic- 
tion, and specifically organized to effect with- 
drawal, initiate long-term medical and psy- 
chotherapeutic care, and institute a reorgani- 
zation of attitudes and ability to meet social 
responsibilities. 

(3) There must be compulsory contact 
with the patient following release by psy- 
chiatric outpatient clinics, social agencies, or 
lay organizations for achieving effective self- 
integration and social adjustment. 

Obviously such a program requires a total 
community organization. Although the Fed- 
eral Government has recognized its great 
responsibility, the “Report of Inter-depart- 
mental Committee on Narcotics to the lresi- 
dent,” "* February 1956, states that the major 
responsibility must inevitably rest with the 
state and local communities. The ederal 
agencies already active in this field can pro- 
vide valuable guidance and information for 
the state and city authorities. 


The addict’s incapacity to deal with his 


own problem dictates legally enforced 
therapy and rehabilitation. Michigan has en- 
acted State Law # 1255, the Bryan Act, em- 
powering health authorities to petition the 


11 This committee, appointed by President Eisen 
hower, November 27, 1954, comprised the Secre- 
taries of State, Defense, Health, Education & 
Welfare, Treasury, and the Attorney General. 
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Circuit Court for commitment of addicted 
persons for rehabilitation. With proper 
amendments, this law will be an adequate 
legal instrument for effecting such a control 
program. 

The hospital must be a highly specialized 
treatment facility insuring a completely 
drugless environment, the staff specially 
trained to deal with all phases of acute with- 
drawal, physiological and physical rehabili- 
tation, and psychological and social reorien- 
tation. Even the physical plant is determined 
by the need for prolonged hospitalization.’* 

Of paramount importance in this sug- 
gested program is continuing care and con- 
tact following discharge from the hospital. 
Voluntary efforts of the addicted person to 
seek help in his reintroduction into society 
have almost invariably been futile. Absence 
of follow-up care, which usually leads to re- 
addiction, has till now been the weakest link 
in any control program. 

The psychiatrist and other clinic person- 
nel must form the core around which are 
organized all the necessary community 
forces. Working in close association with 
the physician should be an organization of 
Big Brothers. Each addicted person, upon 
release from the hospital, would be taken 
under their wing. Coordinated efforts of the 
clinic and the Big Brother would meet prob- 

12 At the U. S. Public Health Service Hospital at 
Lexington, Ky., the recommended minimal hospi- 
talization is 135 days on first admission. 
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lems of employment, housing, financial sup- 
port, family care, vocational training, aca- 
demic education, marital and _ family 
guidance, recreation and social interests, mi- 
nority group relationships, etc. Group ac- 
tivity programs of formerly addicted persons 
organized in the same manner as Alcoholics 
Anonymous likewise have much to contrib- 
ute. Where indicated, outpatient psycho- 
therapy, both individual and group, must be 
made available. 

The wisdom of community representation 
has been demonstrated in the functioning of 
the Mayor’s Committee for the Rehabilita- 
tion of Narcotic Addicts in Detroit. With- 
out mobilization and carefully coordinated 
application of all these forces, any attempt 
to deal with the community problem of nar- 
cotic addiction is doomed to failure. 
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CHANGING CONCEPTS OF THERAPY IN A VETERANS 
ADMINISTRATION MENTAL HYGIENE CLINIC* 


E. PUMPIAN-MINDLIN, M. D.? 


The following report outlines briefly the 
evolution of therapeutic procedures and con- 
cepts in the course of 10 active years in the 
Veterans Administration Mental Hygiene 
Clinic in Los Angeles. We thought it would 
be interesting to look back and reconstruct 
our evolution in order to clarify for ourselves 
and for others our course of development, 
as well as to help us chart a clearer course for 
the future. Naturally these stages in prac- 
tice merge into one another and are not so 
sharply delineated as they seem—but they do 
represent different stages of thinking and ac- 
tion which played an important part in our 
progress. 

Parenthetically, I should mention that we 
have had a relatively stable staff throughout 
this period, so that the changes represent in- 
ternal growth rather than the addition of 
new and different individuals. I have chosen 
to categorize these various stages as a series 
of insufficiencies—“not enoughs.” While this 
scheme may lack scientific accuracy (and 
perhaps scientific dignity), it portrays the 
stages graphically and dramatically. 

The earliest stage may be called “Hostility 
is Not Enough” or perhaps “Anger is Not 
Enough.” When the clinic was first or- 
ganized, we worked primarily on the basis of 
the tacit assumption that our patients had 
suffered severe deprivations and frustrations 
in the army and had been exposed to the 
traumata of war. We assumed that it was 
necessary that they abreact these experiences. 
We thought that they should express their 
hostility and their aggressive feelings. If 
they succeeded in doing so in one way or an- 
other, this experience would of itself relieve 
them of their symptoms. We were delighted 
when our patients asserted themselves, when 
they cursed and swore, when they defied 
authority, and when they acted out. 

Retrospectively, it is interesting to specu- 


1 Read at the 112th annual meeting of The Ameri 
can Psychiatric Association, Chicago, IIL, April 30- 
May 4, 1956. 

2 Address: 1644 North Crescent Heights Plvd., 
Los Angeles 46, Calif. 


late on the idea that this stage represented 
as much a need on the part of our therapists 
as on the part of our patients. Many of us 
working in the clinic at that time had also 
been exposed to the frustrations and re- 
straints of army life, if not of actual combat, 
or had subordinated our personal goals to the 
war effort while remaining in civilian life. 
Perhaps the abreactions that we encouraged 
in our patients may have helped us vicari- 
ously to deal with our own problems in 
this respect. 

However, after a while we discovered 
that this was not enough. The expression 
of hostility as a thing in itself, the ventila- 
tion of anger as an end in itself just did 
not suffice. It is true that some of our 
patients improved but some did not. Per- 
haps we succeeded in working through and 
mastering our own difficulties and felt the 
need for going further. We came to recog- 
nize that this was primarily a negative 
focus. 

Our patients found themselves with the 
ability to express hostility, but without the 
capacity to utilize it effectively, that is, to 
channel it into appropriate and effective ac- 
tion. (This, too, was perhaps a reflection of 
our own problems in reorienting to a world 
without war.) 

And so we entered the next phase which 
I should like to call “L. and A is Not 
Enough.” We gave our patient L. and A 
either directly or in the more attenuated form 
of permissiveness. We acted and saw our- 
selves as wise, benevolent, forgiving parents, 
parents who were filled to overflowing with 
loving kindness, sweetness and light. We 
granted extra interviews if a patient even 
intimated he wanted them. We gave and 
gave as if somehow trying to make up for all 
the frustrations, the deprivations, the bit- 
terness, the disappointments, and the unful- 
filled promises that our patients had ever 
suffered in the course of their lives 

And then we began to pay for making 
our patients so dependent upon us. Such 
ever-loving kindness and generosity tended 
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to create an almost insurmountable barrier 
between therapist and patient. Thus we made 
it difficult for our patients to express nega- 
tive feelings toward us. As one patient dur- 
ing this period aptly said: “I feel as if I am 
shadow boxing with you. I feel angry and 
want to hit out but when I do there is 
nothing solid to connect with. You are so 
good it makes me feel guilty as Hell.” 

But I think we paid another price dur- 
ing this phase: while we made our patients 
dependent upon us, we also made ourselves 
dependent upon our patients. We became in- 
dispensable to them and ran the risk of their 
becoming indispensable to us. We created 
the danger of interminable therapy. With 
all of this, the problems of the therapists 
themselves became more intense. In fact, it 
was during this period that many of our 
therapists were precipitated into individual 
therapy themselves. After all, how much 
love and affection can one give without feel- 
ing deprived oneself ? And so we found that 
|. and A was not enough and that we had to 
go beyond this. It is true that during this 
period many of our patients also improved, 
but many did not. We wanted to find a more 
effective way of helping them. 

And so we entered still another phase 
which might best be characterized by the 
phrase, “Interpretation is Not Enough.” As 
we progressed in the clinic and our staff 
unified itself to a great extent, we found that 
we were able to talk pretty much a common 
language without respect to the discipline 
from which we derived. We saw ourselves 
as psychotherapists, which we felt repre- 
sented a distinct category, containing ele- 
ments derived from each of our three sepa- 
rate disciplines. We felt that we had come 
to understand a great deal about psycho- 
dynamics, that is, about the forces and 
counterforces at work within our patients. 
As we became more secure in this field and 
as we recognized that the mere expression 
of hostility or the mere utilization of per- 
missiveness we7ze not in themselves sufficient, 
we began to use interpretation as our primary 
therapeutic tool. We interpreted hostility, 
we interpreted dependency, hate, rejection, 
and frustration. We interpreted the family 
situation, the parental situation, the social 
situation, the childhood situation, and the 
conflicts and difficulties inherent in all of 


these periods. At first we did not interpret 
tender feelings, positive feelings. This came 
only much later, really in the next phase. We 
learned a great deal from the study of these 
conflicts in our patients. They also learned a 
great deal about themselves. In some cases 
this helped, in others it did not. 

We were able to demonstrate many of 
the concepts we had learned from psycho- 
analytic psychology. Parenthetically, I might 
mention that the fact that many of our thera- 
pists were themselves in therapy facilitated 
the transition to this stage. They applied to 
their patients the techniques they learned in 
their own therapy. 

Interpretation alone was not enough. It 
helped some patients but others remained 
unmoved and unchanged. We became more 
interested in ego strength. But what was this 
ego strength? For many it was the measure 
of the defenses of the ego. But this con- 
cept of the ego as equivalent to its mechan- 
isms of defense is a narrow and rigid one. 
It too is not enough. Our criteria of ego 
strength were limited and mechanical. We 
thought we would find the key in the study 
of the life history, in the adjustment to cru- 
cial situations in the patient’s life. But we 
came to see that these were but a crude and 
inaccurate way of evaluating our patients. 

Above all, we began to get disturbed about 
the fact that there was an alarming similarity 
in all our patients. All seemed reducible to 
certain common denominators, After we had 
succeeded in reducing our patient to a specific 
character type and finding his preferred 
mehanisms of defense, he still continued to 
react as an individual, a particular specific 
individual. This was puzzling. If our pa- 
tients had all of these things in common, why 
did they react differently? Why did some 
improve and others remain adamantly un- 
changed? There must be something more. 

And so we learned that interpretation and 
dynamics and ego strength were not enough. 
Thus we come to our present stage of de- 
velopment. Let me call it “Integration is 
Not Enough.” I think most important in this 
period is that we have become aware that 
there is more to the ego than its defenses, 
more to ego strength than the ability to 
handle crucial situations and to develop ade- 
quate defense mechanisms. We have found 
that many people use the same defenses 
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against similar underlying conflicts but each 
in his own unique way and with different 
results. We have come to recognize that the 
ego has coordinating, integrative and syn- 
thetic functions as well as merely defensive 
ones. We have come to recognize that the 
ego has an autonomy of its own, that it is 
not simply a passive recipient of internal and 
external stimuli, helplessly buffeted hither 
and yon depending upon which way the wind 
blows. We have come to recognize the ego 
as an active participant in the relation of the 
individual to his internal and external world. 

This slowly developing concept of ego 
function has produced profound changes in 
our clinical attitude, which we are not yet 
fully able to appreciate. It is hard to char- 
acterize precisely what we mean except that 
we have more respect for the ego as such. 
We consider it flexible. If we were to try 
to find some expression which would char- 
acterize our feeling or attitude about the 
ego, it might be “ego potential” rather than 
the previous phrase “ego strength.” We as- 
sume that the ego has certain “inner re- 
serves” which permit greater flexibility, 
greater elasticity, greater ability to cope with 
situations as they arise. We do not fall so 
easily into the trap of generalizing frorn one 
case to all. We do not find any one single 
key to all of our patients. Neither hostility 
nor lack of affection, nor orality, nor anality, 
nor any other single theoretical concept ap 
pears any longer to be the key to all problems. 
We find such difficulties in many of our 
patients but our question now is how has the 
patient coordinated or integrated all the 
forces subsumed under these abstractions in 
his own unique way. And even more, what 
potential does he have, which we do not yet 
fully understand, that will make him able to 
cope successfully with his problems. There 
have been many interesting by-products of 
this changed attitude in our therapists. For 
one thing, staff members are much more tol- 
erant of one another and of the uniqueness 
of each individual’s method. With our in- 
creased respect for the functions of the ego 
came increasing respect for one another’s 
egos—or personalities. As we achieved 
greater technical skill and confidence, we 
could permit greater latitude in deviations 
from previously rigid and somewhat me- 
chanical standards. 
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Do not misunderstand. We have not 
thrown out the baby with the bath. We have 
not given up our psychoanalytic concepts or 
knowledge. We have simply acquired greater 
skill and flexibility in their application. We 
are now in a state of flux. Our present state 
reminds me of a wonderful little incident 
reported in a Life article on Robert J. Op- 
penheimer a few years ago. Speaking of the 
young physicists at the Institute for Ad- 
vanced Studies at Princeton, a professor 
there stated: “A few days ago I asked one 
of them, as they came bursting out of a 
seminar, ‘““How did it go?” Wonderful, he 
said, Everything we knew about physics last 
week isn’t true!” This is the way we feel or 
at least we should feel. We must question 
and re-evaluate everything and find out if it 
is or is not true. 

Yet all of this is not enough. Since we are 
in the midst of the phase of ego integration, 
it is difficult to be as clear about its defects 
as we are about those of the earlier phases. 
But we already know that ego integration is 
not enough because it does not go far enough. 
Where then do we go from here? 

As a first step we must clarify more pre- 
cisely for ourselves the differences between 
continuous and discontinuous ego functions. 
These discontinuities manifest themselves as 
the various types of emotional disturbances 
we see in our patients. They block and de- 
flect the individual from effective action and 
constructive thought. 

Thus far we have contented ourselves 
with the assumption that if we free the ego 
from its encumbrances, the other autonomous 
continuous functions will automatically move 
into play. I wonder if this assumption is 
justified? We must now develop an ap- 
proach to these new ego functions—we must 
study the vicissitudes of ego development 
(or in psychoanalytic terminology, object re- 
lations) to understand better how to help 
people effectively. We do not have to go too 
far afield for this. The continuous functions 
(such as those represented by speech de 
velopment, motor skills, etc.) are essential 
ego functions which somehow must be in 
cluded in our considerations in the near 
future. These functions relate to social ad 
justments—and with them we must study the 
role of culture which conditions their de- 
velopment to a great extent. 


A beginning has already been made in the 
direction of conceptualizing these continuous 
ego functions. Hartmann(2) has extensively 
discussed ego autonomy or conflict-free areas 
of the ego; Erikson(1) has written about 
the basic polarities in the various stages of 
development. These functions, about which 
we as yet know so little, are those which 
condition and direct effective action and con- 
structive thought. 

Sut this clarification calls for an immediate 
further step. We must learn to distinguish 
more precisely and clearly the concept of the 
“ego” as an intrapsychic structure from the 
concept of the “self” as the totality of the 
individual in interaction with the environ- 
ment. This “self” is greater than the sum of 
its parts (ego, superego, id). 

It is “self” and not the ego which interacts 
with the environment. So long as we did 
not clearly distinguish these concepts but 
used them interchangeably we did not have to 
pay too much heed to the importance of the 
environment. With the formulation of the 
concept of the “self” we must recognize its 
importance. It is true we have often paid 
lip service to this idea, but it requires more 
than lip service. 

This, I think, represents our next (but 
I am sure not our last) stage of development, 
which I should like to call the ecological 
stage. 

Perhaps Erikson sums up our beginning 
awareness of this phase in a single sentence : 
“Ultimately children become neurotic not 
from frustrations but from the lack or loss 
of societal meaning in these frustrations.” 
We must go beyond this to inquire into the 
nature of the “societal meanings.” 

We must examine our culture and our 
values and those of our patients. We must 
see how these affect the “self,” the total per- 
son. We must take into consideration the 
nature of reality, not merely the existence 
of the “reality principle.” Our patients do 
have a “‘self” as well as an “ego.” This “self” 
contains those functions of the personality 
which have emancipated themselves from 
their infantile origins. These are the aspects 
of our patients which surprise us when they 
manifest themselves. This “self” is the part 
which relates to reality adequately. No mat- 
ter how regressed a schizophrenic may seem, 
sooner or later he surprises us with some 
adequate reality adaptation. 
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For this “self” the reality is real—and for 
us it must become more important. For this 
part of the personality it does make a definite 
difference what is real and what is fantasy. 
It makes a difference if a patient’s wife is 
actually a demanding hostile person or a 
gentle, understanding one. It makes a dif- 
ference if a husband or wife is psychotic or 
not. These are events over which the patient 
has no control, however much his relation 
may be conditioned by his neurotic difficul- 
ties. And it is important for us as therapists, 
with this new knowledge, to recognize that 
objective reality is significant for us too. 

Again I caution against throwing out the 
baby with the bath. We cannot by any means 
discard our previous knowledge of internal 
dynamics, genetics, etc. But we must now 
reintegrate them at a higher level, more com- 
plex and difficult perhaps, but more satisfy- 
ing in its picture of the natural phenomena in 
which we are most interested—namely our- 
selves. 

In the past year or two another significant 
factor has entered the picture—the introduc- 
tion of various drugs which profoundly in- 
fluence the mental and emotional state of the 
individual, There are a few, who, in an 
excess of enthusiasm, believe that these 
drugs will dispense with the need for psy- 
chology and psychotherapy. I think that the 
contrary is true. These drugs will, I hope, 
open new doors to our further understand- 
ing of the individual, the self and the ego, 
and the interrelationship of mind and body. 
As yet we know too little about either their 
mode or their locus of action. Psychophysi- 
ology studies the generic aspects of human 
behavior—drugs affect the basic patterns of 
reaction and basic responses. But we must 
still use our psychological knowledge and 
skill to study the unique reactions of each 
individual within his environment. The ata- 
ractic drugs, and others which I am sure 
will soon follow, will enable us to probe more 
deeply and examine more completely the 
complexities of human actions and reactions, 
and thereby permit us to relieve and prevent 
their disorders. 


BIBLIOGRAPHY 


1. Erikson, Erik. Childhood and Society. New 
York: W. W. Norton, 1950. 

2. Hartmann, H. Psychoanalytic Study of the 
Child, 5:74, 1950. 


— — 
j 
1098 THERAPY IN A V.A. CLINIC 
5. 
Wi 
a 
: 
We 
id 


1957] E. PUMPIAN-MINDLIN 1099 


DISCUSSION 


Morris H. Apter, M. D. (Boston, Mass.).—This 
is a charming description of the evolution of a 
therapist. We understand that it is simultaneously 
the story of the evolution of the Los Angeles Clinic. 
It is with no little astonishment that I hear that 
for 10 years, the clinic staff has been relatively 
stable. In other large clinics during the same period, 
the personnel turnover en gros has been several 
hundred percent. This fact alone speaks for some 
extraordinary qualities of leadership—possessed by 
the key people in the Los Angeles Clinic. 

Leadership, teaching, and the interchange of in- 
formation among the staff make for the progressive 
development of a therapist, as well as the progres- 
sive development of a clinic. The changing con- 
cepts of therapy of the veteran depend on the train- 
ing and experience of the therapists and the clinic 
population. 

First about the therapist and his skills: what 
Dr. Pumpian-Mindlin has described.can be ob- 
served in the development of every therapist. In his 
learning each element comes into focus, distorting 
its relationship to the whole. Only with maturity 
do each bit of knowledge and newly found skill 
fall into appropriate perspective in the recognition 
and management of the patient as a person 


The therapist who is himself in analysis brings 
other difficulties to his job. There is a tendency to 
imitate the analyst’s neutral, aloof attitude. As he 
learns about the unconscious, and the developmental 


phases, he is apt early, inappropriately and without 
preparation to confront the patient with interpreta 
tions of deep unconscious material. In brief, he at- 
tempts, albeit unwittingly, a blitz psychoanalysis 
on a patient whom he is interviewing once a week 
with results that are, at best, merely disappointing. 
Another facet of the misapplication of psycho- 
analysis to psychotherapy is to meander around 
for months aimlessly digging up this or that pull of 
“deep” material. 

What is required is a framework of reference, 
utilizing psychoanalytic principles, not necessarily 
methods, applicable to psychotherapy. There are 
many psychotherapies, though they may be reduced 
as Edward Bibring has shown to 5 basic principles. 
I do not wish to discuss these here, but would 
rather emphasize the concept of goals. Some un- 
realistic inferences are made in regard to psycho- 
analysis in papers on psychotherapy. The notion 
prevailed that psychoanalysis could do anything 
“If only the patient were in psychoanalysis, etc.” 
There is an overestimation of what could be ac- 
complished in psychoanalysis, as well as in psy- 
chotherapy, even with a great expenditure of time 
and in the hands of the most skilled therapist 

Some modesty on the part of the therapist is 
required to set reasonable goals for the patient. To 
achieve this requires an accurate assessment of the 
patient’s present situation, his present conflicts, and 


a correlation of his present difficulties with his past 
development. Some clues can be obtained at the 
initial interviews to evaluate the patient's strengths 
and weaknesses, and to determine what can be ac- 
complished. Events in the patient’s life are to be 
considered in terms of the gratification or frustra- 
tion of inner needs. 

For example, let us take Dr. Mindlin’s statement : 
“It makes a difference if a patient’s wife is actually 
a hostile demanding person or a gentle, under- 
standing one.” This definitely is true, but the sig- 
nificance is not only that the patient has such a wife, 
but also why. Perhaps he needs her for masochistic 
reasons, perhaps he finds in her an image of the 
mother of his childhood, and obtains gratification 
this way. What is important is the psychic realty, 
not objective reality alone. The therapist cannot 
alter objective reality, but he can influence and 
modify the psychic reality. 

On the other hand, we find what Dr. Mindlin 
calls ego-potential—a meaningful term—and con 
tinuous and discontinuous ego functions. The spe 
cific techniques to buttress and develop ego poten- 
tials are being worked out with our growing 
knowledge of ego-psychology—aided by a firmer 
understanding of child development. I should like 
to recommend that all therapists do some work 
with children. They will find the grownup child 
much more understandable, and as a result easier to 
deal with. 

The concept of self, as distinguished from the 
concept ego, described in this paper, is most inter- 
esting, but not quite clear to me; therefore, I find 
it difficult to discuss. My own inclination would be 
to reverse the situation, for example: the concept 
of self would involve an ego representation 

Technique goes hand in hand with the ailment to 
be treated. The patient population, at least in the 
Boston Clinic, has undergone considerable change 
The acute adjustment and situational problems we 
saw shortly after World War II and during the 
Korean war has all but disappeared. Those patients 
did need ventilation, catharsis, and a lot of giving. 
Now we see much more of character disorders and 
an ever-increasing number of psychotics. With the 
advent of the new drug therapies, I predict that in 
the not too distant future the clinics will be swamped 
with drug-cured psychotics who will present serious 
management problems. 

The therapy of deep-seated personality disorders, 
if it is to be more than supportive or manipulative, 
requires patience—you must allow the patient to set 
the pace of his progress. It requires a sincere and 
lasting commitment between the patient and the 
therapist to see the job through—a job determined 
in goal by the patient’s stated needs and wishes. 
And finally, it requires on the part of the therapist 
a willingness to learn from his teachers, from books, 
but mainly, from his patients. Only in this way 
can he make what Dr. Pumpian-Mindlin calls an 
ecological approach to the care of his patients. 
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HALLUCINATORY EPILEPSY: COMPLEX HALLUCINATIONS AS 
FOCAL SEIZURES ' 


DONALD W. MULDER, M.D., REGINALD G. BICKFORD, M.B., ano 
HENRY W. DODGE, JR., M. D.? 


Focal motor seizures are universally recog- 
nized as being indicative of local irritation 
of the brain. Those seizures which begin 
with or consist of psychic phenomena often 
are ignored as being unimportant or are 
misinterpreted as evidence of emotional ill- 
ness(2). Complex hallucinations may repre- 
sent a type of seizure which is symptomatic 
of a discharging focus in the temporal lobe 
of the brain(3). The early distinction of 
these phenomena from the similar symptoms 
found in emotional disorders is necessary if 
adequate medical or surgical care is to be 
given these patients. 

The diagnosis of hallucinatory epilepsy 
can be made on the basis of the history, if the 
physician is aware of the symptoms of this 


syndrome. We have previously described 


the various specific psychic phenomena which 
may occur as seizures(2). In this paper we 


discuss the distinction between complex hal- 
lucinations occurring as focal epilepsy and 
hallucinations of psychogenic origin, and 
present the history and findings in one such 
case. 

The patient’s description of the hallucina- 
tions is sufficient in most instances to suggest 
the diagnosis. Hallucinations representing 
focal epilepsy are brief, paroxysmal, stereo- 
typed, irresistible, and are followed by a 
transient partial impairment of cerebral func- 
tion(6). The episodes usually last from 10 
to 30 seconds, and seldom, in our experience, 
are they more than a minute in length. They 
are repetitive, occurring at indefinite inter- 
vals, and they may occur in clusters of sei- 
zures. The onset is abrupt, with no prolonged 
warning prodromes, the attack being fully 
developed within a second or two. Although 


1 Read at the 112th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., April 30 
to May 4, 1956. 

2 Authors are, respectively, from the section of 
neurology, the section of physiology, and the sec- 
tion of neurologic surgery of the Mayo Clinic and 
Mayo Foundation, Rochester, Minn., which is a 
part of the Graduate School of the University of 
Minnesota, Minneapolis, Minn. 
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the patient may try various maneuvers to 
avoid the attack, he will find that nothing 
is uniformly helpful. The attack itself is 
stereotyped, and each subsequent one is an 
exact replica of the previous episode, unless 
the lesion is progressive, in which case there 
may be slight variations in the content of the 
seizure, 

In an occasional patient there will be more 
than one kind of attack, but each individual 
attack will be stereotyped. During the sei- 
zure there is a march of symptoms similar 
to that observed in a Jacksonian convulsion. 
However, the march is not from one adjoin- 
ing muscle to another, but from one com- 
ponent of the hallucination to the next, in an 
orderly, stereotyped fashion. At times, the 
seizure may be aborted, and if it is, the frag- 
ment of the attack which has occurred is 
then readily recognized as a portion of the 
larger attack. 

After the seizure there is transient im- 
pairment of cerebral function, as if the dis- 
charging focus had momentarily spread and 
exaggerated the local cerebral lesion which 
precipitated the convulsion. The character 
of this impairment is necessarily dependent 
upon the cortical area involved, and in some 
instances may not be easily recognized. If 
the lesion responsible for this hallucination 
is in the dominant temporal lobe, the seizure 
may be followed by aphasia, and this should 
always be inquired about. 

Concomitant with the attack, the patient 
may have some clouding of consciousness 
and may not be able to remember or under- 
stand all that went on in his environment 
during the episode. Sometimes, however, 
the patient is aware of both his external 
environment and his hallucinations, so that he 
may perceive both simultaneously. Visceral 
symptoms, such as sweating, blushing, ab- 
dominal discomfort or borborygmi, often 
occur with complex visual hallucinations of 
organic cause. Occasionally the hallucination 
may be followed by or associated with oral 
activity, such as chewing or swallowing, or 
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the attack may culminate in a grand mal con- 
vulsion. Hallucinatory epilepsy may occur 
without any of the latter symptoms. 

An EEG made between seizures may re- 
veal focal dysrhythmic activity in one of the 
temporal areas, or the pattern may be within 
normal limits. Precipitation of the hallucina- 
tion by pentylenetetrazol (Metrazol), or 
other means of activation of seizures, may 
in these patients demonstrate that during the 
hallucination there is an associated focal 
electrical abnormality. The focal abnormali- 
ties associated with hallucinations of this type 
have, in our experience, been in the temporal 
lobe. Additional historical data and neuro- 
logic examination are required in the inde- 
terminate case to determine whether or not 
additional diagnostic tests, such as pneumo- 
encephalography or angiography, are re- 
quired. 

Psychiatric investigation of the content 
and meaning of the hallucination seldom is 
helpful in determining whether or not cer- 
tain hallucinations are epileptic seizures. We 
have previously reported that the psychic 
phenomena that constitute seizures are not 
foreign to the personality of the patient(4). 
They seem to be closely related to the pa- 
tient’s wishes, anxieties or neurotic com- 
plexes. In an emotionally disturbed patient 
the constellation of psychologic events relat- 
ing to his or her neurosis usually is included 
in such hallucinations. It is of interest that 
the specific hallucination associated with the 
epileptic seizure is seldom, if ever, precipi- 
tated by the use of hallucinogenic drugs, such 
as lysergic acid or mescaline(5). 

Hallucinatory epilepsy frequently is as- 
sociated with mood changes. These may be 
an integral part of the seizure itself, or may 
be a reaction to the attack. In the former 
instance, the emotion apparently is the result 
of the discharging cortical focus and in that 
circumstances has all the characteristics of a 
focal seizure. The emotion or mood comes 
on abruptly, is brief, irresistible, stereotyped 
and occurs paroxysmally. The emotion may 
occur alone or may culminate in a major at- 
tack. The mood usually is described as one 
of fear or terror, but it may be pleasurable 
(2). The patient often attempts to interpret 
this physiologic event as being related to 
contemporary events in his life. The mood 


change may be a reaction to the content of 
the hallucination or to the threat of the sei- 
zure itself, 

The following case is presented to il- 
lustrate the symptoms of hallucinatory epi- 
lepsy and the relationship of the contents 
of the hallucination to the patient’s previous 
experiences and personality. 


A 43-year-old-man was first seen in May 1954, 
because of unusual hallucinations. The patient re- 
lated that this symptom had begun in mid-April 
1954, with a feeling of pressure inside the head and 
visual hallucinations. 

The hallucinations were always abrupt in onset, 
lasted a few seconds, and terminated suddenly. 
They were accompanied by a “wave of sickness” 
going through his body. The patient experienced 
two types of visual hallucinations. He gave the 
following oral account: “I saw a man standing at 
a workbench with his back to me, and his wife was 
doing similar work at a nearby workbench and she 
made some type of error and I considered his cor- 
rection of her error rather rude at the moment. 
Why it affected me that way I don’t know; but 
it did—rather rude. Either in absence of saying 
anything or actually scolding her—but there was a 
mental impression made on me that he was rather 
rude.” 

The patient experienced this hallucination twice ; 
then it gave way to what he called “the standard- 
ized vision.” He said that this consisted of “four 
figures, let us say; four people, up in the distance 
in another world, or in the heavens, and there 
seemed to be a corresponding four figures down 
here on the earth that were doing some type of work 
which I was observing, but as they made errors the 
corrections or reports from these four figures high 
up in the heavens they would come down and it 
amazed me how these figures up there could know 
that they made an error; it amazed me how this 
silent report came down. It rather shocked me, we'll 
say: the report of their error coming through my 
brain reaching these poor people, and I am sorry 
they are being corrected or being told they made 
a mistake.” 

The patient had never had a grand mal seizure, 
and consciousness always had been retained during 
these hallucinatory episodes. After the episodes he 
was rather drowsy, and sometimes was a bit con 
fused for a moment. Results of the neurologic ex 
amination were normal, with the exception of thi 
visual fields, which revealed a homonymous defect 
in the left upper quadrant. A roentgenogram of 
the head disclosed nothing abnormal. The EEG 
revealed a delta focus in the right temporoparietal 
area. 

Psychiatric consultation was requested. It di 
closed that this patient was overactive and over 
talkative. He described his childhood as unhappy, 
with a father who “ruled but never helped.” He 
left his home in his early ‘teens, and was inordi 
nately proud of the success he had attained without 
the help of his parents. He had met and married 
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his wife only a few years before our examination. 
His relationship with her was characterized by 
him as follows: “We express our love in our home 
and in our child; never in other ways.” 

The patient’s wife related that he had previously 
responded to the threat of physical illness with 
“high nervousness.” She said that he had always 
had trouble with older men, particularly when he 
was subordinate to them. Recently, they had had 
a quarrel when he had refused a business offer from 
an elderly man who was a friend of his wife's 
family. She described him as exceedingly perfec- 
tionistic, and said that he often felt that others were 
not serious enough. 

It was the opinion of the psychiatric consultant 
(Dr. L. C. Kolb) that the hallucinations suggested 
the possibility of a temporal lobe lesion. Ventricu- 
lography demonstrated a mass lesion in the right 
temporal lobe. Subsequent craniotomy led to the 
removal of a malignant astrocytoma from the right 
temporal lobe. (Fig. 1.) 

This patient described his hallucination as a vivid 
and real experience which was pleasant to him. The 
contents of this hallucination seemed related to his 
own conflict with authority figures, and were com- 
patible with his personality and previous experi- 
ences. Thus, the hallucination could be interpreted 
as having psychologic meaning for this patient. His 
mood change seemed related to the contents of his 
hallucination, rather than directly related to a 
localized cortical discharge. 


COMMENT 


It is thus apparent that hallucinations of 
this type cannot always be distinguished from 
psychogenic hallucinations on the basis of the 
psychologic meaning of the hallucination to 
the individual, nor does the association of 
mood disturbance which frequently seems in- 
appropriate permit the diagnosis of a psy- 


chiatric disorder. Rather, the distinction 
must be made on the basis of the history of 
the attack, with confirmation by precipita- 
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tion of a seizure under electroencephalo- 
graphic control. In all types of epilepsy the 
most important question is not whether an 
attack is “genuine” epilepsy but rather, as 
Jackson(1) has said, “‘Where is the cerebral 
lesion permitting this occasional excessive 
discharge ?” 

The diagnostic criteria we have suggested 
for hallucinations of organic origin are per- 
tinent to the diagnosis of all focal seizures, 
whether their predominating symptoms be 
motor, sensory, visceral or psychic. Psychic 
phenomena can occur, like motor movements, 
as symptoms of a localized discharging focus. 
Hallucinatory epilepsy is a focal epilepsy, 
which often is the only symptom of local 
disease of the brain. The complex hallucina- 
tions representing focal epilepsy can be rec- 
ognized by their brevity, their paroxysmal 
qualities, their irresistibility, the exact simi- 
larity of each attack and the transient par- 
tial impairment of cerebral function which 
follows such a seizure. 
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SOME IMPLICATIONS OF CONDITIONAL REFLEX STUDIES FOR 
PLACEBO RESEARCH ' 


LESTER H. GLIEDMAN, M.D., W. HORSLEY GANTT, M.D., ano 
HARRY A. TEITELBAUM, M.D.* 


The placebo effect has been somewhat of 
an enigma to medicine. Nevertheless, its 
existence has been known for a long time, 
and legitimate as well as nonlegitimate prac- 
titioners of the healing arts have exploited 
its use in treatment. All too often the former 
have interpreted the success of placebo ther- 
apy as indicating that there was nothing 
wrong with the patient, while the latter at- 
tributed it to their own therapeutic prowess. 
In either case, though the patient may have 
been benefited, it was only at the expense of 
being maligned in a subtle fashion or being 
taken advantage of by quacks. The very 
derivation of the word placebo, from the 
Latin “I shall please,” suggests a certain 
superficiality and an essentially non-thera- 
peutic intent. The definition of the term, 
“a medicine, especially an inactive one, given 
merely to satisfy the patient’ (18), reinforces 
this viewpoint while also tending to impugn 
the patient’s status. 

In recent years, the results achieved by 
placebo have acquired a limited aura of 
respectability. The ability of inert com- 
pounds such as lactose, saline, etc. to modify 
a variety of conditions including the common 
cold, ulcers, headaches, nausea, vomiting, 
cough, surgical pain, and even to provoke 
toxic reactions, has been reported and has 
begun to have a serious impact on medical 
thinking. Beecher(1) has summarized 15 
studies, which pertain to placebo effects in 
a total of 1,082 patients and points out that 
there is an average significant effectiveness 
for this mode of therapy of 35.2% +2.2%. 
These data indicate that the response to 
placebo is a very real phenomenon, though 
our slavish devotion to the principle of re- 
quiring manifest causes for observed effects 
tends to cloak it with an atmosphere of 
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mysticism. This paper summarizes some ex- 
periences in conditional reflex studies in dogs 
which relate placebo reactivity to established 
learning concepts. Three general groups of 
studies will be reported. The first will dem- 
onstrate that the effect of a person can be 
conditioned and suggest that to the degree 
a placebo symbolizes the role of a doctor, as 
someone from whom help can be expected, 
salutary changes in patients with appropriate 
prior experience can be forthcoming. These 
changes, which may be thought of as repre- 
senting the impact of the doctor on the pa- 
tient, are probably transmitted by means of 
placebo. The second series of experiments 
emphasizes the importance of “central ex- 
citatory states” in conditioning and suggests 
that the ability of a doctor to induce these 
in patients may facilitate the relearning nec- 
essary for some form of recovery by making 
for accessibility to his expectations of them, 
The third group of studies is a miscellaneous 
one which will pertain to such things as the 
state of the organism and the general setting, 
with respect to placebo effects. 

For several years, this laboratory has been 
concerned with the effect of a person on 
conditional reflex procedures. Many work- 
ers have been engaged in this research 
(most of it unpublished including Gantt, 
Mackenzie, Owens, and Stephens. Interest 
first arose in this area more than 20 years 
ago, when the possibility of forming cardiac 
conditional responses to peripheral nerve 
stimulation was being considered. At that 
time, it was noticed that the presence of the 
experimenter during the conditioning trials 
had a marked effect on the animal’s heart 
rate. So great was this effect, that cardiac 
conditioning could not be studied until the 
animal was isolated from the person conduct- 
ing the experiment. For drug studies, in 
partciular, an apparatus for injection of 
these agents at a distance had to be devised 
(16). Since that time, it has been tradi- 
tional for all experiments in this labora- 
tory to be carried out with the animal in a 
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sound-proofed room with the experimenter 
observing the situation through a one-way 
screen, 

Special efforts were made in a number of 
situations to investigate the impact of the 
person upon the experimental animal. 
Throughout a period of many years, 2 “neu- 
rotic” dogs, “Nick’(5) and “V3"(6), were 
studied intensively with much attention de- 
voted to the effect of the experimenter on 
various aspects of these animals’ behavior. 
It was observed that those involved in the 
care of the disturbed animals during the de- 
velopment of the pathological behavior could 
evoke this behavior (e.g., cardiac hyperac- 
tivity, tachypnea, sexual abnormalities) by 
their presence alone. Even members of the 
experimenters’ families who were seen with 
them in the laboratory were able to provoke 
similar effects. Apparently these persons had 
acquired meanings which were “neurosis” 
precipitating just as had the more specific 
stimuli actually concerned in the breakdown 
of the animals or present in the environmen- 
tal situation at that time. This reaction did 
not generalize to all people, as the animals 
tended.to be friendly with strangers. The 
heart rate was an especially good indicator 
of the effect of the person on the animals. 
On repeated occasions, in the dog “Nick” 
particularly, marked tachycardia would ensue 
in the presence of those associated with the 
onset of his disturbance, compared to much 
lesser effects caused by others. By laborious 
retraining, rest or removal from the labora- 
tory to another setting, this effect of par- 
ticular persons could be reduced or com- 
pletely eliminated. There are several other 
instances in which certain persons have spe- 
cific effects upon those animals with whom 
they are working. In the usual learning pro- 
cedures, the importance of the person may 
be overlooked although the meaning of his 
presence can be learned readily, and directly 
influence the nature of the responses which 
can be elicited. The human seems to function 
as a complex conditional signal, the registra- 
tion of which on the animal can be detected 
grossly and in the subtler dimensions of 
behavior. Likewise the presence of other 
animals can have profound effects on a par- 
ticular animal under study, ranging from 
excitement to placation, in a stable, predict- 
able fashion. 


The effect of the person on the animal 
can be seen in other experimental circum- 
stances. In several normal dogs, a pattern of 
reaction to the experimenter was constant 
for 80 repetitions in a month(15). Upon 
entering the experimental room, the presence 
of the experimenter induced a primary ac- 
celeration in the dogs’ heart rate, a secondary 
rise on approach, and a deep drop with 
petting. Apparently the animal is placed in 
an anticipatory state by the presence of the 
person. Where meanings have already been 
associated to the person, the animal behaves 
accordingly. Petting the animal is an espe- 
cially interesting phenomenon. In disturbed 
as well as normal dogs, it tends to have a 
quieting effect. Whether this is an intrinsic 
or unconditional response, as opposed to a 
conditional one, is not known. Whichever 
it may be, the human is cast in a calm, non- 
threatening role with respect to the animal. 
by means of petting, the human can modify 
other reactions in the animal. For example 
most dogs respond with cardiac accelera- 
tion to the sound of a bell. By following 
the presentation of the bell with a short 
period of “petting,” the cardiac acceleration 
can be changed to deceleration. The effect 
of the person thus can transcend the inborn 
tendency to be excited by a new stimulus. 
If after a brief period of petting the animal 
is fed, the cardiac slowing can be changed 
to acceleration and the effect of the person 
on this particular animal thereby modified. 
Animal training makes ready use of such 
phenomena as do most animal laboratories ; 
their problems would be complicated greatly 
otherwise. However, the effects of the per- 
son on the animal (and vice versa) can be in- 
vestigated experimentally and perhaps serve 
as a means for approaching the obviously 
more complicated problem of doctor-patient 
relationships. 

Experiments such as those reported seem 
to indicate that the meaning of the person to 
the animal can have profound effects on the 
reactions which appear. These meanings 
probably are outgrowths of the animal's past 
experiences which have been incorporated 
in his repertoire of reaction tendencies. It 
is suggested that this is a prototype, in an 
oversimplified fashion, of what may occur 
in human situations. The impact of the doc- 
tor on the patient can be such as to modify 
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or worsen the disease depending to some 
degree on the meanings the patient has 
learned about certain or all help-giving situ- 
ations in the past. To the extent that doctors 
and therapy have come to stand for relief 
of distress, the patient’s response is likely 
to be favorable. When placebos are em- 
ployed, the achieved changes in a patient's 
status may reflect his response to the par- 
ticular doctor, or the doctor as symbolized 
by the medication, regardless of whether 
the medication was pharmacologically active 
or not. 

In humans, it is possible to structure situa- 
tions so that the most is made of their help- 
giving potential. In a recent study(17) 
which concerned the treatment of patients 
with bleeding ulcers, 2 situations were de- 
liberately created, one which emphasized the 
great likelihood that treatment would be suc- 
cessful and the other where this was mini- 
mized. One group of patients was told by 
doctors that a new medicine would be given 
them which would undoubtedly produce re- 
lief. Another group was told by nurses that 
an experimental medicine would be adminis- 
tered, the effects of which were more or less 
unknown. In both instances, the same medi- 
cation, a placebo, was employed. The first 
group showed results which were “excellent 
in 70% of the cases,” lasting over a period 
of one year, while the second group showed 
only a 25% favorable response. The first 
situation was designed deliberately to repre- 
sent help, in contrast to the second situation 
where indifference was stressed. 

The importance of central psychological] 
states to conditioning has been demonstrated 
many times in this, as well as other labora- 
tories. The effects of drugs whose action is 
on the central nervous system, such as mor- 
phine(11), can readily be conditioned. Drugs 
which produce a secretory response through 
peripheral action on nerve endings rather 
than through a central state, e.g., pilocarpine, 
atropine(2, 10) do not result in the establish- 
ment of conditional salivary responses. Gas- 
tric secretion to histamine(9), hyperglycemia 
to adrenalin(8), cardiac acceleration to 
atropine(14), and acetylcholine(7) likewise 
cannot be conditioned. Yet it is well known 
that salivation and gastric secretion as com- 
ponents of food reaction and emotionally 
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induced hyperglycemia all of which involve 
central excitement, can be conditioned. A 
doctor who can, in effect, induce a compar- 
able state in a patient may thereby make this 
patient receptive to the changes the doctor 
communicates as necessary for health. An 
especially relevant experiment(13) which 
illustrates this finding concerns the attempt 
to condition striped muscle responses with 
faradization of the sigmoid gyri. Three dogs 
were prepared so that hind limb lifting which 
was evoked by faradization of the sigmoid 
gyrus could be employed as the unconditional 
response in a situation where it was paired 
with an auditory signal. To accomplish this, 
a collodion coated coil was buried beneath 
the integument and bolted to the outside of 
the dog’s skull. Silver electrodes led from 
the coil to the brain through small trephine 
holes. A thyratron impulse generator was 
used to control the activation of the small 
buried coil by means of a primary coil out- 
side the skin. In this way the animals were 
studied over a long period in the unanes- 
thetized, intact state. A conditional hind 
limb movement (evoked by cortical stimula- 
tion) could not be elicited by the auditory 
signal in any of the animals after approxi- 
mately 600 paired trials. However, if each 
limb movement was followed by feeding, the 
auditory conditional signal regularly was ac- 
companied by leg lifting. Without the impo- 
sition of central excitation which was ac- 
complished by feeding, the response could 
not be conditioned. Conditioning readily 
took place when the central excitement was 
provided. In a sense, this may be a paradigm 
of the therapeutic situation where changes 
towards health are induced in the patient by 
a doctor who is able to cultivate a basic state 
of arousal, presumably central in nature. 
This state of arousal causes the patient to 
become accessible to the doctor’s expectations 
of him. The impact of the doctor on the pa- 
tient, described earlier, may be one of the 
means whereby this is accomplished. The 
fact that there seems to be a logarithmic re- 
lationship between the intensity of a condi- 
tional stimulus and the elicited conditional 
reflex(12) also may bear a relationship to 
this, if, for the sake of argument, the doctor 
is again looked upon as a complex condi- 
tional signal. An alternative explanation of 
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the above experiment may be the following. 
The animal learns to raise his leg because 
this has become a means for having food 
produced. Similarly, a patient may try to 
meet his doctor’s expectations because of an- 
ticipated rewards from him such as approval, 
respect, understanding, etc., provided the 
doctor meaningfully arouses him, 1.¢., creates 
an appropriate central excitatory state. The 
use of placebo in these circumstances might 
function to reinforce symbolically such a 
doctor’s effect in terms of the rewards the 
patient receives for modifying himself in ac- 
cordance with his doctor’s implied or direct 
recommendations. Patient changes ensuing 
after the use of placebo may obscure the 
role of the doctor, though it may be his pres- 
ence, actually or symbolically, which makes 
these changes possible. 

sefore proceeding to the third group of 
experiments, it is well to point out that the 
so-called “toxic” reactions in patients receiv- 
ing placebo medication also may be explained 
on the basis of the impact or effect of the 
doctor on the patient. If a doctor is anxiety- 
producing because of a patient’s past experi- 
ence with similar figures, and this patient al- 
ready suffers from an anxiety reaction, then 
this particular doctor-patient combination 
may lead to a worsening of the patient’s con- 
dition. If a doctor has an inhibitory effect 
because of a patient’s past experience, and 
this patient already is inhibited or depressed, 
this particular doctor-patient combination 
likewise may contribute to a worsening of the 
patient’s condition. These types of doctor-pa- 
tient interaction might be involved in the 
so-called adverse effects of placebo. 

The third series of studies suggests the 
possible importance of the state of the organ- 
ism and the general setting as derived from 
conditional reflex studies, for understanding 
the placebo effects. In this laboratory, these 
have been investigated both in “neurotic” 
animals(6) and in normals(3, 4). Satiation 
decreases the strength of the elicited condi- 
tional responses and obscures capacities 
which the animals are known to possess. 
Emotional excitement from a variety of 
causes(4, 6) likewise has comparable effects, 
including the temporary abolishment of 
previously well-learned behaviors. With the 
passage of time, in an appropriate setting, 


these again assert themselves. In patients, 
the use of placebos in similar circumstances, 
may make it appear as if these agents were 
responsible for the salutary effects when, in 
fact, they are related to the action of already 
operating restorative processes. Likewise, if 
there is no recovery process going on, or the 
disease is worsening, placebos may be cited 
as producing “toxic” effects. Wolf(19) 
discusses a similar effect in ‘““Tom,” his pa- 
tient with a gastric fistula. The presence of 
recovery processes is obviously of extreme 
importance in the determination of placebo 
effects in patients. An indicator of the re- 
covery processes in humans may be the in- 
tensity of their symptoms. Experienced dis- 
comfort in patients may be a function not 
only of the disruption of homeostasis but 
the body’s fight to restore homeostasis, in 
the same sense that deprivation of food in 
animals results in a combination of intrinsic 
distress and distress related to processes set 
into action for the acquisition of food. 
Where animals or humans can react to their 
own deviations from homeostasis and where 
these deviations set off restorative processes, 
therapeutic intervention, including placebo, 
has an already existing substrate of recovery 
for exploitation. In those diseases which in- 
duce little distress, such as leprosy, the lack 
of this reaction may be taken to indicate the 
relative absence of restorative processes. The 
well known story about being able to boil a 
frog alive if the temperature of the water is 
raised slowly enough so as not to elicit any 
reaction from the animal is another case in 
point. Presumably, because of the particular 
state of an organism, therapeutic modifica- 
tions in general and placebo reactions in par- 
ticular, would be less likely to occur. Beecher 
(1) recently has made the point that placebo 
reactivity in humans is directly related to 
experienced distress which he terms the re- 
action or processing component of suffering. 
This is a further demonstration in humans 
of the importance of the state of the organ- 
ism. Beecher’s findings may be translated 
into the conditioning model by considering 
the strength of the unconditional response 
as representing the state of the organism 
from the standpoint of distress. Here it is 
known(5) that the intensity of the elicited 
conditional response varies exponentially 
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with the size of the unconditional stimulus 
which elicits the unconditional response. In 
this sense then, the greater the unconditional 
response (or distress), the greater the con- 
ditional response, and possibly the more ac- 
cessible is an organism to modification by a 
variety of means, including placebo. 

With regard to the general setting, the 
principles of extinction as elaborated in con- 
ditioning studies seem especially pertinent. 
Returning animals to situations in which 
their experimental neuroses were induced 
(6), causes reactivation of their pathological 
behavior. On the other hand, removal to 
different situations often results in gradual 
disappearance of symptoms. In normal ani- 
mals, the presentation of the conditional 
stimulus without reinforcement ultimately 
leads to the extinguishing of the conditioned 
behavior. In patients, similar phenomena 
can occur. If a patient is hospitalized and 
removed from the setting which produced 
or keeps his illness alive, this may lead to 
improvement regardless of the therapeutic 
procedures employed. Where placebos were 
involved, the tendency would be to relate im- 
provement to their use although the changes 
more likely may represent the diminution of 
symptoms as a result of the process of ex- 
tinction. 

It is realized that there are dangers in gen- 
eralizing from animal studies to human be- 
havior. Undoubtedly, the problem is far 
more complicated in humans and involves 
many factors such as suggestibility, person- 
ality attributes, communication, language, 
secondary reactions to illness, etc. about 
which appropriate animal investigations 
could not be designed. However, it is sug- 
gested that the laboratory experiments re- 
ported can help explain an extraordinarily 
difficult research area and perhaps stimulate 
further relevant human and animal work. 


SUMMARY 


Three separate groups of conditional re- 
flex studies were presented to illustrate their 


implication for the general problem of re- 
action to placebo. The first demonstrates 
how the effect of a person can be conditioned 
and thereby makes it possible for the expec- 
tations of patients from a therapeutic situa- 
tion to be realized. The second emphasizes 
the importance of “central excitatory states” 
for conditioning and suggests that the ability 
of doctors to produce these may make pa- 
tients amenable to their doctors’ expectations 
of them. The third describes the pertinence 
of the state of the organism and the princi- 
ples of extinction to patient responses to 
placebo. It is suggested that placebo effects 
may be more explicable when considered in 
terms of learning concepts. 
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THE CONTROL OF ACTING OUT IN THE PSYCHOTHERAPY OF 


DELINQUENTS ' 
MAURICE KAPLAN, M.D., JOHN F. RYAN, M.D., EDWARD NATHAN, M.S.W., ano 


The problem of delinquency is a perennial 
concern in our society. We are never per- 
mitted to ignore it. To a great extent this 
concern early in the century led to the de- 
velopment of the child guidance movement. 
Then hopes were high that the application 
of newly developed psychodynamic concepts 
would prove to be the answer to the problem. 
Unfortunately, these hopes were not borne 
out. 

The problem is too great to be solved 
only by psychotherapy. The viewpoints 
regarding etiology are many, and methods 
suggested and attempted for prophylaxis, 
as well as correction, are equally varied ; 
psychotherapy is only one approach to 
the problem of delinquency. By its very 
nature it can have only limited application. 
The solution of this problem will require 
the application of techniques based upon 
sociological, cultural, medical, and economic, 
as well as psychological, premises. Neverthe- 
less, we believe that the clear elucidation of 
psychological principles derived from psy- 
chotherapeutic work with delinquents can 
find application in approaches other than the 
strictly psychotherapeutic. 

In the early days, when psychotherapy 
for the delinquent was proposed, it was felt 
that the method and course of treatment 
would not differ materially from that with 
neurotics. It did not take long for this 
hope to be frustrated. The methods de- 
veloped in work with the more typical 
neurotic have not proven applicable to the 
delinquent. The experience of most clinics 
in the psychotherapy of delinquents has 
been a disappointing one. Of the number 
who come on a “voluntary” basis, relatively 
few continue in treatment; still fewer con- 


1 Read at the 112th annual meeting of The Ameri 
can Psychiatric Association, Chicago, Ill., April 30- 
May I, 1956 

2From the Child Guidance Clinic of Children’s 
Hospital; the University of California School of 
Medicine; and State of California, Department of 
Mental Hygiene, Langley Porter Clinic, San Fran- 
cisco, Calif. 
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tinue for an appreciable time. The delinquent 

and his family seldom seek psychotherapy or 
continue in it long enough for the desired 
character changes to take place. 

Initially, we want to make it clear that we 
are not using the term “delinquent” in a 
diagnostic sense. We agree with those who 
object to its use diagnostically. We further 
agree that it is mainly a descriptive social and 
legal term. We are inclined to use it here 
because we are not now concerned with any 
precise psychopathological differentiation be- 
tween the various personality disorders in 
which delinquent behavior may occur, but 
rather with that general category of cases 
where delinquent behavior is a persistent and 
prominent symptom, regardless of the spe- 
cific psychopathological picture intensive 
study may later reveal. We are interested 
mainly with the one trait common to all such 
disorders. 

Nor are we concerned with the question 
of whether certain forms of delinquent be- 
havior are primarily sociologically deter- 
mined as opposed to such behavior produced 
by internal conflict. In our opinion, an at- 
tempt at this kind of distinction has little 
merit. Whatever factors we may consider as 
important etiologically, whether constitu- 
tional, social, economic, or cultural, their in- 
fluence is finally upon the mental life of 
the individual, his psychological structure 
and function. The delinquent act is finally 
determined by a psychological state. We 
must therefore discuss it in psychological 
terms; we must strive to make a psychody- 
namic formulation. 

We would like to review briefly some gen- 
eral dynamic characteristics, more or less 
true of patients in whom delinquent behavior 
is a prominent symptom. The most striking 
is that the delinquent does not appear to 
suffer in the same way and in the same cir- 
cumstances as does the neurotic. The suf- 
fering of the delinquent is usually inflicted 
by external circumstances, and continues 
only so long as those circumstances are pres- 
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ent. He suffers largely from his environ- 
ment, the neurotic from sources within him- 
self. Another way of saying this, perhaps, 
is that the delinquent does not seem to have 
the capacity for building up and storing 
anxiety, at least not to the point where it is 
experienced as discomfort, localized intern- 
ally, and consciously felt as coming from 
within. It tends to be discharged through ac- 
tion before or immediately after the thres- 
hold of discomfort is reached. Since con- 
sciously felt anxiety is the prime motivating 
force in psychotherapy, it is his inability to 
contain and experience anxiety that makes 
work with the delinquent so difficult to initi- 
ate and so dubious prognostically. 

In addition, once therapy is begun, the 
capacity for transference and the quality of 
the transference are quite different in the 
delinquent from that in the neurotic. To 
clarify this point requires some further psy- 
chopathological differentiation between these 
two large categories of disturbance. Basi- 
cally, the neurotic has a passive-receptive at- 
titude. Whatever fixations are present at 
other stages of psychosexual development, 
the oral problems are ever present and ulti- 
mately manifest themselves. Though he feels 
ashamed of it, struggles against it, disguises 
it in a multiplicity of defense mechanisms, 
deeply the neurotic longs for a dependent, 
orally receptive relationship. He resents the 
need, but he has not given it up entirely. This 
tends toward the development early in ther- 
apy of a strong transference, with a unique 
ambivalent tone. 

The delinquent, too, has deep, unsatisfied 
oral longings; but with him they have fol- 
lowed a different development. He has more 
definitely turned against them and vigorously 
denies them. In addition, differences are 
manifest in the nature of the relationship to 
the object. His separation and withdrawal 
from the object is greater, amounting to al- 
most complete rejection. He has defiantly 
given up hope of freely receiving—in fact, 
this would be too dangerous. He has angrily 
turned against the object, but defensively he 
regards the object as having turned against 
him—the object is not only depriving and 
rejecting, but an enemy to be guarded 
against. The delinquent, however, has not 
given up hope of obtaining something from 


the object, but he does not expect it to be 
given to him freely. In fact, such a passive 
role is too dangerous and is rigorously 
avoided, He, therefore, schemes to take 
what he wants by force or trickery. The ob- 
ject thus becomes a victim, ‘“‘a sucker,” whom 
he will exploit. In effect, the delinquent says : 
“T’ll get mine by hook or crook!” In this 
way, he hopes to satisfy his wishes and at the 
same time wreak vengence on the object. 
His guilt is assuaged in advance by the basic 
feeling of the fantasied wrong. His attitude 
is “I’m taking my chances and risking my 
neck.” 

The oral problem in these two large cate- 
gories can perhaps be summarized as fol- 
lows: The neurotic distrusts and deeply 
hopes he will be proven wrong. The delin- 
quent distrusts and is afraid he may be 
proven wrong. On the deepest level, as in all 
that is human, the delinquent and neurotic 
are not too far apart. The need to trust is 
there, no matter how vestigial. If this were 
not so, there would be little point in talking 
at all about the psychotherapy of delinquents. 

Another important difference is the rela- 
tive capacity to divide the ego into an ex- 
periencing part and an observing part. 
Fenichel refers to it as the detachment of 
the reasonable ego from the defensive ego. 
In everyday language we would call it the 
capacity for ordered and rational introspec- 
tion. This the neurotic typically possesses to 
a high degree, often even before therapy, 
though then it is usually of a ruminative and 
anxiety-ridden kind. The neurotic, in a 
sense, is tuned in on his inner experiences, 
and this characteristic can be utilized in ther- 
apy to develop a discriminating self-observa- 
tion and self-awareness. In the delinquent, 
this quality is vestigial, if present at all. The 
delinquent is tuned in more on the object and 
his often remarkably keen intuitive insights 
regarding the other person are more acces- 
sible to his awareness. 

Closely related to this quality is the way 
projection manifests itself in the delinquent. 
In contrast to the neurotic and psychotic, it is 
not the impulse which is projected that is 
readily accepted as his own, but rather the 
genesis of the impulse and the circumstances 
of its expression. The misdeed is blamed on 
circumstances, bad companions, the presenta- 
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tion of temptation, provocation by the victim, 
and similar factors. The environment caused 
him to commit the act. This is extremely 
difficult to deal with in therapy, since there 
is nearly always an element of truth in the 
projection, which stems from the primary 
traumatic situation and is confirmed by the 
subsequent retaliatory and vengeful attitudes 
he has encountered. 

The difference between the neurotic and 
the delinquent is not related only to super- 
ego development—its exaggerated, harsh 
quality in the neurotic and its stunted or 
lacunar maldevelopment in the delinquent— 
but there are similiar differences in ego de- 
velopment ; in the nature of the perception of 
external reality, in the quality of memory, 
and in the capacity to integrate new experi- 
ences. Loth ego and supergeo development 
are determined to a great extent by the type 
and quality of the identifications which have 
taken place, and, further, by the kind of 
self-image or ego identity which is then de- 
veloped. 

As we emphasized earlier, the psycho- 
pathological characteristic of the delinquent 
that mainly concerns us in the development 
of our thesis is his inability to endure anxiety 
and his tendency to discharge it impulsively 
in action. The tendency of the delinquent 
to act out his conflicts is the chief obstacle 
to psychotherapy. We believe it is axiomatic 
that acting out and psychotherapy are anti- 
thetical and bear an inverse relationship to 
each other. The problem then becomes the 
establishment of conditions, short of incar- 
ceration, which will reduce the possibility of 
acting out. In a certain sense, there is a paral- 
lelism between our psychodynamic considera- 
tions and the more simply stated premises of 
society. Actually, up to a point, in the guise 
of our psychiatric jargon, we are restating 
commonly known truisms. When we say 
that an important characteristic of the delin- 
quent is his tendency to act out, we are 
simply saying that the delinquent has a ten- 
dency to commit delinquent acts. Of course, 
this is an oversimplification, and, in a psy- 
chopathological sense, we intend much more 
by the term “acting out.” Nevertheless, it is 
the age-old “common sense” recognition of 
this problem that has operated in the devel- 
opment of our penal system. This does not 


deny the retaliatory and vengeful features 
that were and still are associated with our 
methods of dealing with antisocial behavior. 
It is also true, however, that, as society in- 
creasingly masters these anxiously retaliatory 
and vengeful tendencies, the attitudes devel- 
oping toward the management of crime and 
criminals more closely approximate the view- 
points of psychiatry. Though society as a 
whole is still a long way from viewing delin- 
quency, much less crime, from the standpoint 
of health and disease, the punitive, vengeful 
attitudes, which now are dominant features 
in the organization and operation of our 
complex system of incarceration, would be 
seen in the fantasied future as the destruc- 
tive, irrational products of our own anxieties. 
In that Utopian era, such tendencies will, 
hopefully, be recognized and dealt with much 
as dynamic psychiatrists now deal with 
countertransference in therapeutic work. 
Ignoring, for the sake of discussion, the 
vengeful, retaliatory features, we may then 
look upon the problem in terms of ego func- 
tion, just as we do in the case of other, less 
antisocial mental illnesses. The need for ex- 
ternal controls would be determined on the 
basis of an estimate of the individual’s ca- 
pacity to control impulses toward antisocial 
behavior. From this viewpoint, probation, 
the circumstance under which most delin- 
quents come to us, may be regarded 
as a method of stimulating greater ego 
control in lieu of the application of ex- 
ternal controls by incarceration. The co- 
ercion effected through imprisonment, as well 
as through parole or probation, is directed 
at the antisocial acting out impulses of the 
individual. Since the delinquent’s ego does 
not sufficiently integrate his antisocial ten- 
dencies, these measures, though crude, must 
be substituted by society for his own in- 
adequately functioning ego. It is our conten- 
tion that when such controls are instituted 
and carried out on this rational basis, with 
careful attention to the correction and ex- 
clusion of retaliatory tendencies in all con- 
cerned, they need not necessarily interfere 
with psychotherapy. It is important to 
acknowledge that the institution of such 
controls, contrary to what is too often in- 
terpreted to the delinquent, is not primarily 
for his own good, but is first of all for the 
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protection of society. When this is pre- 
sented in any other light, it can only be re- 
garded by the delinquent as not quite genu- 
ine. Providing they are freed of the venge- 
ful, retaliatory features too often associated 
with them, the controls are not in opposition 
to the true interests of the delinquent. They 
do not in themselves represent a hostile in- 
fringement of his rights nor are they an un- 
justified interference with the satisfaction 
of his usual needs. Ideally, the delinquent 
is provided with a choice: to modify his ac- 
tions (not his feelings) in accordance with 
the requirements of society, or to lose a large 
measure of his self-determination. 

At our clinic, among the conditions of 
probation we encourage the inclusion of com- 
pulsory psychotherapy. We do not look 
upon it as a substitute for probation, nor the 
relationship with the psychotherapist as a 
substitute for that with the probation officer. 
We definitely encourage the probation officer 
to continue the same routine as would obtain 
without psychotherapy. We do not look upon 
his function as one that in itself need inter- 
fere in any way with the psychotherapeutic 
program. Furthermore, we feel that close 
collaboration between the probation officer 
and the clinic team is an essential feature 
of the total program. As previously indi- 
cated, our hypothesis is that the more acting 
out by the delinquent that can be prevented, 
the less the anxiety that can be discharged in 
that way. When psychotherapy is provided 
at the same time, an alternate avenue for 
the discharge of anxiety is provided, though 
not one of which the delinquent can immedi- 
ately and readily make full use. The easy 
route of acting out is not given up without 
a struggle. Naturally, the experience and 
other qualifications of the therapist are im- 
portant factors at this point, and most im- 
portant is the quality of the collaboration be- 
tween the therapist and probation officer. 
Lack of communication and unresolved dif- 
ferences between them tend to create a gap 
through which the delinquent may escape in 
some form of acting out. 

The problem in the outpatient treatment of 
the delinquent, then, is that of controlling 
the acting out by purely psychological means. 
This is partly met by the conditions of pro- 
bation which have been clearly defined to 


1957] KAPLAN, RYAN, NATHAN, AND BAIROS I1II 


him. It further calls for the delinquent and 
his parents being confronted regularly with 
the reality situation. This entails the clari- 
fication of all courses of action from which 
he may choose, with the probable and pos- 
sible consequences of each openly and thor- 
oughly discussed. It means the alternate 
choices and their consequences are spelled 
out at appropriate times with neither retalia- 
tory nor guilty overtones, but simply as a 
definition of his reality. The position of the 
therapist is, as always, in opposition to the 
self-destructive impulses of the patient and 
unequivocally in favor of the constructive, 
genuinely ego-syntonic tendencies. 

In order to be effective in controlling the 
acting out tendencies of the delinquent, it is 
not enough to have a good understanding of 
his psychopathology. That, of course, is im- 
portant ; we do not minimize it. But, in addi- 
tion, in order to deal adequately with his 
tendency to act out, we have to observe and 
understand how the delinquent and the sig- 
nificant people around him interact with one 
another. And when we speak of the delin- 
quent here, we are referring to the constel- 
lation of child and parent or parents—the 
“delinquent constellation.” The significant 
people, other than the parents, include thera- 
pists, probation officers, teachers, and others 
with whom the delinquent relates, even if 
only briefly and temporarily. Our interest is 
in the nature of the transactions between the 
delinquent constellation and each of the 
others which may, in some way, encourage 
or discourage the tendency to act out. Our 
interest is also in the transactions between 
all those involved with the delinquent con- 
sellation which may serve a similar purpose. 
These transactions frequently center around 
a single issue which may seem critical at the 
time. Upon the resolution of this issue, di- 
rectly or indirectly, frequently hinges the 
fate of the psychotherapeutic work, its con- 
tinuation or disruption. For example, the 
question, usually initiated by the delinquent 
constellation, may be whether the boy might 
join the armed services, or whether he 
should move to another city where an em- 
ployer has been found who has taken a 
special interest in him. Or, it may be 
whether he should continue in school or take 
a job. These issues are seemingly innocent 
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and temptingly valid steps in themselves, 
and certainly are felt that way consciously by 
all involved. Yet, they often carry within 
them the seed of the resistance. In addition 
to other meanings, we have come to regard 
such issues as being often the verbal signal 
of the acting out tendency. It is at this point 
that the attitudes and activities, both con- 
scious and unconscious, of all those involved 
with the delinquent become of critical im- 
portance. These can contribute in an im- 
portant way toward the active expression or 
the early prevention of the acting out. 

It is here that co}laboration, carried on 
through conferences, becomes extremely im- 
portant. The character of the collaboration 
can further determine the fate of the work 
with the delinquent constellation. The clear 
understanding of the interpersonal dynamics 
involving all the people concerned is as im- 
portant as the understanding of the intra- 
psychic dynamics of the delinquent. This 
is particularly important for the therapist 
whose attention must at all times include 
both. He must be alert, not only to what 
the delinquent is signalling during his ther- 
apy hour, but also to what is being com- 
municated in the interaction between all the 
people involved. All of these activities finally 
bear upon the psychotherapeutic work. Be- 
yond the basic nature of the defense struc- 
ture in the delinquent, it is in the relation- 
ships between all those significantly involved 
with him that much goes on that influences 
the fluid balance of impulse and defense and, 
therefore, the strength of the acting out ten- 

. dency. We all know that in certain phases of 
psychotherapy with any patient, inner forces 
are mobilized which, if not given sufficient 
verbal expression, may lead to disruption 
of therapy or other types of acting out. An 
example is the anxiety produced by increas- 
ingly dependent feelings. When this occurs 
within the delinquent, and if a seemingly rea- 
sonable exit is coincidentally offered, it is 
likely that the delinquent will take it and 
therapy is thus broken off. It is our feeling 
that more attention to the dynamic under- 
standing of what we can call the collaborative 
aspects of the treatment of the delinquent 
and an attempt to improve the collaboration 
may lead to improved results. 

Through brief excerpts from several 
cases, we illustrate some of the situations 


which can occur in such collaborative work 
and which seem to have bearing on the acting 
out tendency of the delinquent. 


Following repeated delinquent acts, a 16-year-old 
boy was offered by the Court the choice of probation 
and outpatient treatment as an alternative to place- 
ment in a custodial institution. While choosing pro- 
bation and complying with the directive to obtain 
psychotherapeutic help, the mother openly expressed 
her skepticism regarding its value. In her sessions 
at the clinic she minced no words in expressing her 
objections to the coercion and attacked the thera- 
pists and court workers with sarcasm. Her son 
maintained a similar attitude and was arrogant and 
defiant. In various ways he repeatedly attempted to 
provoke his therapist. After two months, the 
mother wrote the probation officer, objecting to 
therapy and suggesting that the boy be allowed to 
see a priest instead. She argued that a priest would 
not attribute all their problems to sex, as we would. 
The probation officer became uncertain and hesi- 
tated to insist that the family comply with this re- 
quirement of probation, saying, “You can’t force it 
down their throats.” He further suggested that, 
since the boy had not been involved in any de- 
linquencies for several months, he had perhaps had 
enough treatment. At a conference called to rede- 
fine the respective roles of the clinic and the court, 
the workers from the court expressed surprise that 
we were willing to undertake treatment of patients 
under conditions of coercion. They decided, how- 
ever, to meet the mother’s maneuver by offering her 
the alternative of continued treatment or another 
court hearing to reconsider the situation. 

When met with calm firmness, despite her storm- 
ing and arguing, she and her son continued in 
therapy. This is not meant to imply that the prob- 
lem was settled finally, and that treatment then pro- 
ceeded to a successful conclusion. In this particular 
case, our efforts were ultimately not successful at 
all—the boy, by repeated, flagrant delinquencies, 
finally forced the authorities to place him in an 
institution. We cite this merely as an example oj a 
rather common situation that can lead to disruption 
of treatment. It illustrates how the delinquent con- 
sciously or unconsciously tests for differences be- 
tween the various agencies with whom he is in- 
volved and proceeds to exploit them. 

At one point, the patient and his mother informed 
their therapists that the boy planned a visit with his 
godfather in another town. What they did not re- 
veal and what was not inquired about by the thera- 
pists was that they had not consulted the probation 
officer, whose province it was to grant permission to 
leave the city. This kind of communication, when it 
does catch the attention of the therapist, offers a 
useful opportunity for confronting the patients with 
their defiant attitudes, for a clarification of the re- 
lationship with their therapists and with the court, 
and for much more that is pertinent to treatment. It 
is interesting that, following this, the mother again 
approached the probation officer with the proposal 
that they be allowed to discontinue treatment and 
the boy be allowed to remain in the other town 
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where, in lieu of his therapist, he could “talk” with 
his godfather, with whom he presumably had a 
good relationship. This was dealt with in an essen- 
tially similar way as the preceding episode, but 
much more quickly and with much smoother col- 
laboration. 


These illustrations indicate how the delin- 
quent may announce an intended action 
which seems to have no particular signifi- 
cance, but on closer examination may have 
important bearing on tendencies which 
threaten to erupt into action. This kind of 
communication is also related to the subtle 
ways in which the delinquent may involve 
his therapist as a passive accomplice in a 
germinating delinquency. A better way of 
stating this, perhaps, is that the delinquent 
signais the presence of a delinquent impulse. 
The various ways in which the delinquent’s 
communication can be understood are all 
probably in some way correct and no doubt 
represent the multiple determinants of the 
communication. These include the conflicting 
forces struggling within him, ranging from 
the wish for help in controlling his impulses 
to the defiant challenge to stop him—as in all 
conflict the two extremes being strongly in- 
terlocked. 

The final delinquencies which led to his incarcera- 
tion followed almost immediately an independent de- 
cision by the probation officer to shorten the period 
of probation so that the boy could join the Navy. It 
is interesting that one of his final acts was to send 
a clumsy extortion note to a neighbor which prac- 
tically pointed to him and in which he claimed $100 
was due him “for a month of protection.” Our own 
question would be—was the boy in this way saying 
that he was not yet ready for the relative inde- 
pendence of life in the Navy? 

Another episode in this case illustrated drama- 
tically how the parent is often involved in the child’s 
delinquency, both actually as well as psychologi- 
cally. The boy one day came home with a relatively 
new Buick and offered his mother a ride, saying he 
had borrowed the car from a friend. Though 
vaguely uneasy about his story and aware that he 
did not possess a driver's license, she accompanied 
him. That same evening he was arrested for the 
theft of the car. This vignette is of the same order 
as another, where the mother of a nursery school 
child, when called to the school and informed that 
her child had bitten another, turned helplessly to 
him and chided—“Why did you bite so hard?” 


It is in such instances that the parent’s own 
poorly integrated aggressive-rebellious im- 
pulses become apparent, and are often ex- 
pressed at critical moments in uncertain, 
somewhat confused responses. It’s as if the 


child were asking—‘‘How do you feel about 
my reactions?” And the parent responds 
with—“I don’t know; part of me secretly 
applauds you.” 

We might point out that the therapist, 
too, is confronted by the same problem— 
we refer to his own aggressive-rebellious ten- 
dencies—and the degree to which he has 
already solved it for himself will determine 
to a great extent his inner unity and, there- 
fore, the clarity with which he deals with 
the delinquent and his family. In discussing 
another patient, who at the point of a knife 
had demanded money from two younger 
children, a therapist at one time referred to 
the act as the “so-called armed robbery” and 
again as “just a silly act.” In further discus- 
sion of this case, the therapist raised the 
question as to whose side, court or patient, 
a therapist had to be on. This last, of course, 
raises a false issue, since it implies the prem- 
ise that the needs of the individual are of 
necessity opposed to the needs of society and 
that the two cannot be adjusted to the benefit 
of both. The attitude revealed bears a close 
similarity to that shown by the parents in 
the earlier examples cited. In such instances, 
it seems that the necessary empathy for all 
the feelings of the patient, including his 
aggressive, defiant and rebellious ones, is not 
sufficiently discriminated from one’s own 
residual guilt, overidentification, and other 
countertransference manifestations. It is the 
latter that interfere with a relatively realistic 
evaluation of the delinquent’s acting out. To 
paraphase Voltaire, the therapist of the delin- 
quent needs to be able to say: “I strongly 
disagree with the expression of your aggres- 
sive impulses in action, but will defend your 
right to feel them.” 

Another adolescent boy, in struggling with de- 
pendent transference feelings, threatened to quit 
therapy and join the Merchant Marine. Without 
prior consultation with us, the probation officer was 
induced to give him written permission to do so 
That this request was an expression of the tran 
ference was suggested when the patient demanded of 
his therapist similar written permission, even though 
such permission was not necessary. The therapist 
responded first by expressing his disagreement with 
the move. In further exploration, he confirmed his 
own suspicion that the patient knew that his pet 
mission was not needed officially. A conference was 
held with the probation officer, though retrospec 
tively we suspect the issue was being worked 
through in the therapeutic work. In the conference 
the probation officer at first defended his move and 


: 

7 


1114 


CONTROL OF ACTING OUT IN THE PSYCHOTHERAPY OF DELINQUENTS 


[ June 


expressed the idea that the Merchant Marine might 
“make a man of him.” He recalled another delin- 
quent with whom he had worked, who was now a 
captain in the Merchant Marine. But when all the 
pertinent material was reviewed, he agreed that he 
had perhaps acceded too quickly to the boy’s de- 
mand. 


Examples of the types of transaction that 
commonly occur between the delinquent and 
all those involved with him could be multi- 
plied. The situations are exceedingly varied, 
though resembling each other in essential 
features. 

The interplay between the acting out tend- 
ency and the growing strength of the trans- 
ference is well illustrated in the case of the 
boy who threatened to join the Merchant 
Marine. His positive feelings toward his 
therapist were rather obvious, and that his 
struggles were increasingly against them was 
often equally clear, At one time he absent- 
mindedly came to the clinic on a holiday, 
when the clinic was closed, and then failed 
the alternate appointment that had been ar- 
ranged for him. In arguing for the Merchant 
Marine, he protested, “I only see you one 
hour once a week, and even if I saw you all 
day every day, I would still want to join up. 
School doesn’t want me, and I don’t want to 
come here until I’m twenty-five.” In de- 
manding the therapist’s written permission 
and acknowledging that it wasn’t officially 
necessary, he insisted that the therapist was 
still “a bottleneck.” During one period in 
therapy he was repeatedly seen waiting in 
front of the closed clinic at about 8:00 a.m. 
for an 8:30 appointment. Later, he told his 
mother that he would never come early 
again—They might get the idea that | like 
it.” Though this case, too, was no shining 
success, evidence of this kind in other cases 
as well leads us to suspect that the treatment 
of delinquents under compulsion can be more 
successful than commonly supposed. 

In the treatment of delinquents on an out- 
patient basis, we are perhaps suggesting the 
deliberate extension of the team concept be- 
yond the walls of the clinic to include the 
probation officer, the school, and the pertin- 
ent social agencies. That this presents diffi- 
culties, that the work is at times discourag- 
ing, that it complicates the clearly defined 
and pleasant privacy of the one-to-one re- 
lationship in the interview room, is no doubt 
true. But, since the treatment of delinquents 


has heretofore never been particularly en- 
couraging, every well-considered idea is 
worthy of an adequate clinical trial. 


SUMMARY AND CONCLUSIONS 


1. Acting out is antithetical to psycho- 
therapy. 

2. It is a form of behavior that is par- 
ticularly prominent, if not central, in the 
delinquent. 

3. Attitudes and activities of individuals 
and agencies that are actively and concur- 
rently involved in some form of relationship 
with the delinquent may tend to encourage 
or discourage his acting out. 

4. Some of the attitudes and activities of 
the various individuals and agencies con- 
cerned with the delinquent may themselves be 
in the nature of an acting out which bears a 
reciprocal relationship to the acting out of 
the delinquent. 

5. The understanding of the dynamics of 
these attitudes and of the activities on the 
part of these individuals and agencies is as 
important as the understanding of the intra- 
psychic dynamics of the delinquent. The two 
are inextricably linked. 

6. Increased dynamic understanding of 
these attitudes and activities by all those con- 
cerned with the rehabilitation of the delin- 
quent could lead to modifications in the inter- 
relationships of all the component units of 
the total situation, so as to bring about a 
diminution in the possibility of acting out. 

7. The control of acting out would tend 
to bottle-up anxiety which, allowed no easy 
outlet in the accustomed channels, would act 
favorably in the development of a true psy- 
chotherapeutic situation. 
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CLINICAL NOTES 


THE OCCURRENCE OF JAUNDICE AMONGST 3,800 


The etiology of jaundice in Thorazine 
(chloropromazine ) treated patients continues 
to be a mystery in spite of the tremendous 
number of patients who have now taken this 
drug. The present article will describe some 
of the findings in a series of 3,800 patients 
in the hope that it may supply some eventual 
clues. 

In a previous report, a total of 20 patients 
were described who had developed this be- 
nign type of jaundice in the first 500 Thora- 
zine treated patients at the Rochester State 
Hospital. This was an average of 4%. 
Since that time, only 12 patients have de- 
veloped jaundice in an additional 3,300 pa- 
tients giving an incidence of only 0.35%, 
with an overall incidence of 0.8% jaundice 
for the entire series of 3,800 patients. 

Ninety percent of the group of 32 patients 
developed jaundice within the first 40 days 
and only 10% after this period. The great- 
est duration between the beginning of medi- 
cation and the onset of jaundice was 69 days 
and the shortest was 12 days. 

Jaundice occurred 4 times as often in 
women as in men, with only 6 cases out of 
32 occurring amongst males. 

Age appears to have some significance, 
since two-thirds of the patients developing 
jaundice were over 50 years of age. The 
youngest patient in this series was 23 and 
the oldest was 92. 

The dosage of Thorazine seemed to bear 
no relationship to the precipitation of jaun- 
dice. The lowest dose following which a 
patient developed jaundice in this series was 
25 mgms. and the highest was 500 mgms., 
with an average dosage of 250 mgms. 

With few exceptions, the jaundice ap- 
peared to cause few symptoms and the pa- 
tients were not particularly ill. Jaundice 
usually disappeared within 2 to 3 weeks but, 
in the case of one patient, it was prolonged 
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for a matter of 2 months. Thorazine was 
usually discontinued but in some patients the 
continued use did not change the course or 
duration of the illness. Many of the patients 
were retreated after the jaundice disap- 
peared and Thorazine did not, with two ex- 
ceptions, cause a recurrence of jaundice. A 
liver biopsy was obtained in the case of two 
patients and these disclosed no cirrhosis and 
no necrosis. There was some periportal in- 
filtration with lymphocytes and an accumula- 
tion of bile pigment. 

As can be noted, the occurrence of jaun- 
dice varied tremendously from an incidence 
of 4% in the first series to that of less than 
1/1oth in the second series, namely 0.35%. 
The reasons for these variations are un- 
known and it is even difficult to speculate 
upon the possibilities. It would appear that 
it is not due to an infectious process such 
as hepatitis, since no other patients in the 
hospital who had not received Thorazine de- 
veloped jaundice of this type. With the ex- 
ception of 3 patients, all cases of jaundice 
occurred at scattered intervals and in differ 
ent areas of the hospital. 

There were, however, 3 patients, all 
women, who developed jaundice on one 
ward at approximately the same time inter- 
val. This was of the usual benign type and 
the patients recovered shortly without com- 
plications. 

L.H., a 56-year-old woman, was given 100 mgms 
of Thorazine daily beginning Oct. 16, 1956. On 
Nov. 2, 1956, she developed an obvious jaundice 
without complaint of other symptoms. Positive 
laboratory findings included a bilirubin of 4+- in the 


urine and the following blood chemistry: icteric in 
dex of 38 units, a serum bilirubin of 8.4 mgm. % and 
an immediate direct Van den Berg. There was a 
total protein of 6.7%, a serum albumin of 2.89%, a 
globulin of 3.9% and a A/G ratio of 0.7 with total 
cholesterol of 150 mgm. % and cholesterol esters 
of 70 mgm. %. 

Two other patients on the same ward developed 


jaundice at the same time. Patient G.C., age 54, 
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had been on 200 mgms. of Thorazine daily since 
Oct. 15, 1956, and on Nov. 5, 1956, she developed 
a moderately severe jaundice without other symp- 
toms. Temperature was normal and the patient 
showed no other signs on physical examination. 
Patient L.F., age 70, from the same ward had 
been on 200 mgms. of Thorazine since Oct. 15, 1956, 
and on Nov. 9, 1956, she developed a jaundice but 
no other physical complaints and no nausea. How- 
ever, she did have a rather marked pruritus. The 
jaundice became gradually more severe. Labora- 
tory findings were as noted in the previous patients. 


In the case of these 3 patients, the jaun- 
dice developed on the same ward and on 


Nov. 2, 5, and 9. The jaundice disappeared 
within 2 weeks. These are the only 3 pa- 
tients in this series who developed jaundice 
at approximately the same time and on the 
same ward. 

In this series of 3,800 treated patients, 
there occurred 78 cases with dermatitis, 
edema or “allergic’’ reactions, and 5 cases 
(1 male and 4 females) of agranulocytosis. 
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PROTECTION AGAINST RESERPINE-INDUCED “PARKINSONISM” ©: ? 
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We have recently conducted a study to 
determine whether or not any of various 
combinations of drugs would make a sig- 
nificant contribution to what we have termed 
“milieu effect”(1) in the treatment of 
chronic catatonic schizophrenics. Twenty- 
four of our patients received reserpine, either 
alone or in combination with other drugs. In 
the course of 16 weeks, during which the 
dosage of reserpine was increased to a 
maximum of 24 mgm. a day per patient, 9 
patients were found to develop the charac- 
teristic Parkinsonism-like syndrome. It was 
found that only 2 of the 9 had been receiv- 
ing reserpine in combination with trihexy- 
phenidyl. 

To investigate further, we started 12 pa- 
tients on reserpine alone, 12 patients on 
trihexyphenidy] alone, and to another group 
of 24 patients we gave reserpine in combina- 
tion with trihexyphenidyl. Reserpine was 
given in the dosage range of 12-24 mgm. 

1 This study was conducted at Philadelphia State 
Hospital, Philadelphia, Pa. 

2 Reserpine kindly supplied by Ciba Pharmaceuti- 
cal Corporation, Summit, N. J. 

8 Address: Eastern Pennsylvania Psychiatric In- 
stitute, Philadelphia, Pa. 


and trihexyphenidyl was begun at 2.5 mgm. 
a day and built up at the rate of approxi- 
mately 1 mgm. a day into the therapeutic 
dosage range of 10-15 mgm. a day. 

During 6 weeks, among the patients re- 
ceiving trihexyphenidyl alone no instances of 
“Parkinsonism” was seen. In the group re- 
ceiving reserpine alone 9 patients developed 
this syndrome. In the larger group of 24 
patients who received reserpine in combina- 
tion with trihexyphenidyl, only 2 cases de- 
veloped this side-effect. Accordingly, taking 
into consideration the relative size of the 
groups, it is seen that prescribing trihexy- 
phenidyl along with reserpine affords pro- 
tection against the development of a Parkin- 
sonism-like syndrome by a ratio of g to 1— 
a highly significant result. 

In view of this finding it has become our 
practice, whenever prescribing reserpine in 
large doses, to initiate therapy with trihexy- 
phenidyl, immediately instead of waiting for 
a Parkinsonism-like syndrome to develop. 


BIBLIOGRAPHY 


1. Rashkis, H. A., and Smarr, E, R. A.M.A. 
Arch. of Neurol. and Psych., 77: 202, 1957. 


is 
. 


Several articles have recently been pub- 
lished in this country and in England on the 
association between blood groups and dis- 
eases. These findings have caused much in- 
terest in the relationship of blood groups 
to peptic ulceration(2), carcinoma of the 
stomach(3), malignant diseases(4), and 
diseases(1). 

In 6 countries, including the United States, 
several authors have demonstrated a marked 
association between blood group O and 
gastric ulcers. There has also been conclu- 
sive evidence of the association.. between 
blood groups ABO and gastric carcinoma ; 
it was found to be more frequent in persons 
with group A than those with other blood 
groups. It is also of interest to learn what 
few articles have been written in recent years 
on the association between blood groups and 
schizophrenia. 

In our first study (with white males), 500 
schizophrenics from this hospital and 1,000 
normals were blood grouped with ABO 
serum and blood typed with Rh.D. serum. 
In our second study (with white males), 
500 chronic schizophrenics from our hospi- 
tal and 500 controls were similarly blood 
typed with M and N. 

In analyzing the data gathered on blood 
groups of psychotic patients and normals, 
the Chi-square method was employed. An 
overall Chi-square was computed, and com- 
parisons were made between A and O, as 
these two are the predominant blood types. 

The hypothesis that the psychotic group 
and normal group were from a common 
population could be rejected at the .10 level 
of confidence. Furthermore, when types A 
positive, A negative, O positive, and O nega- 


1 Address: VA Center, Biloxi, Miss. 


1957] CLINICAL NOTES 


SCHIZOPHRENIA IN RELATION TO BLOOD GROUPS ABO AND 
BLOOD TYPES Rh.D. AND MN 


C. R. LAFFERTY, M.D., WILMA J. KNOX, M.A. ano MONA C. MALONE, B.S.! 


tive were compared, the Chi-square value was 
8.102, significant at the P=.05 level for 3 
degrees of freedom. 

When individual comparisons were carried 
out between type A positive and A negative 
and between type O positive and O negative, 
it became apparent that the variability was 
contributed by the greater number of A posi- 
tive blood types in the psychotic group and 
the comparatively few cases of A negative. 
Thus, in this sample, when blood types of a 
group of psychotics were compared with 
blood types of a group of normals, the psy- 
chotic group was found to have a larger 
number of A positive cases and fewer A 
negative cases than the normal group. 

Summary.—No conclusive or clear cut cor- 
relations have been demonstrated in this 
study though a suggested trend was observed. 
The blood groups ABO and the blood types 
Rh.D., M, and N of 500 schizophrenics were 
compared with similar blood groups and 
blood types of controls from this area. The 
schizophrenic group was found to have a 
larger number of A positive types and fewer 
A negative types than those of the control 
group. The blood types M and N showed 
no significant statistical differences between 
the typing of schizophrenics and normals. 
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PONTINE TUMOR UNCOVERED WITH ELECTROSHOCK 
PHILIP C. ROND, M.D.1 


A 42-year-old white married man was admitted 
to the psychiatric inpatient service at the request 
oi his family physician. His wife stated that she 
felt his present illness reached its peak about 2 
weeks prior to admission, when he became quite 
agitated in the presence of other people and had 
to be forced to go anywhere, even to work. On 
the Saturday night before admission, he began to 
scream at the “top of his lungs” and continued this 
screaming practically throughout the entire night 
and again on Sunday morning. The wife suggested 
that he call the family doctor. He attempted to do 
this, and continued to scream over the phone with- 
out having dialed the number. The wife then dialed 
the family doctor, and the patient continued to 
scream over the phone at the doctor. He told the 
doctor that he was going to kill his family. The 
doctor recommended admission to hospital. Over 
the ensuing weekend the patient followed his wife 
about, dogging her every step even into the bath- 
room. When brought to the hospital he did not 
resist coming in and leaving his wife. She felt that 
he seemed to “like the idea” of entering the hospi- 
tal. Prior to admission the patient began to collect 
pornographic literature. 

The history revealed a rather overprotected, shy 
child whose father committed suicide when the pa- 
tient was 3 years old. The patient had never been 
gregarious. His wife married him because he 
threatened to kill himself if she did not. Through- 
out married life the patient was never an “adequate” 
provider. 

The wife felt that except for this seemingly acute 
disturbance just prior to admission the patient was 
no different from what he had always been. She 
initially felt that he was putting on an act and that 
he really did not need to be hospitalized. 

The patient was a pale, short, thin individual who, 
throughout most of his hospital stay, appeared to 
be in a semi-somnolent state. On admission it was 
noted that he seemed to be “in a fog.” He showed 
very little affect. When he shook hands his hand 
was quite flaccid. He seemed quite limp in gen- 
eral, and “drained of energy.” He stated that he 
didn’t know how he felt but that he didn’t want to 
feel bad. He was oriented in all spheres. After his 
admission shower he lay on his bed completely 
exhausted. He refused to talk to his wife who 
visited with him briefly shortly after his admission. 

The admitting physician noted that the patient 

1 Address: Columbus Receiving Hospital and 
State Institute of Psychiatry, University Health 
Center, Columbus 10, Ohio. 
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stared about the room with “unseeing eyes.” His 
attention span seemed relatively short, his move- 
ments were rather jerky. His clothing was neat and 
clean. His face was expressionless and he occa- 
sionally held his head in his hands. He did not seem 
particularly restless or agitated. The patient ex- 
pressed suicidal ideas which he had had prior to 
admission. There was no evidence of hallucinations. 
He expressed a sense of hopelessness and a fear of 
returning to work. He gave a history of having 
had a similar episode 5 years earlier, when he was 
seen by a doctor at the state hospital on an out- 
patient basis in psychotherapy for approximately 
one year. During this period he apparently was 
unable to work and stayed around the house most 
of the time while his wife earned the livelihood. 
Physical examination on admission was not diag- 
nostic of any particular neurologic disease. Tendon 
reflexes bilaterally were midly hyperactive, and 
movements were somewhat jerky. There was no 
Babinski or Romberg sign. 

In view of the history from the patient's wife, 
and the presenting symptoms on admission it was 
felt that this patient was suffering from a chronic 
personality disturbance of either the inadequate or 
schizoid type, with an associated depression. Initi- 
ally the patient received only supportive therapy 
from both the medical and nursing staff. He showed 
slight improvement, eating fairly well and seeming 
to be able to sleep without sedation. The early 
phase of his hospital stay was satisfactory except 
that there seemed to remain an element of depres- 
sion as manifested by a continued degree of psy- 
chomotor retardation, some inhibition of speech, a 
rather depressive affect, and a lack of genuine in- 
terest in looking to the future. There was nothing 
to suggest at this time any central nervous system 
lesion. It was felt that electroconvulsive therapy 
was indicated for the affective component of this 
man’s disorder. The patient was begun on ECT on 
Nov. 19, approximately 3 weeks after admission. 
He received a second ECT on Nov. 21 and a third 
on Nov. 23, 1956. After his first and second treat- 
ments the patient appeared to be more outgoing and 
aggressive in his behavior than before treatment. 
The results were not at all out of keeping with 
the elation one sees in the depressive patient post- 
shock. He was making plans for leaving the hos- 
pital. However, after his third treatment the pa- 
tient took a turn for the worse, and he began to 
develop signs of a central nervous system organic 
disease. He appeared to be confused and walked 
with a wide and somewhat staggering gait. The 
ECT was discontinued and the patient developed 
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a progressive central nervous system disturbance 
with signs which suggested a lesion in the area of 
the pons. Subseuent neurosurgical exploration re- 
vealed a diffused infiltrating glioma of the pons 
especially on the left, inoperable. The wound was 
closed and the patient returned from surgery in a 
comatose state from which he never recovered. 


Comment.—This case suggests the seem- 
ingly deletrious effect that electroconvulsive 
therapy had in precipitating neurological 
signs which led to the diagnosis of neoplasm 


In view of the newer techniques(1, 2), and 
apparatuses used in electroshock therapy, 
there is no longer reluctance to use this 
form of treatment in cases where it was once 
contra-indicated on grounds of organic 
lesions either of the C.N.S.(3) or elsewhere 
(4). On the clinical evidence structural brain 
change was suspected in the case to be 
described, but the reaction to electroshock 
was not expected. No record of a similar 
case being treated by EST can be found for 
comparison. 


The patient, a 34-year-old, single, white woman 
has been in various institutions for mental defec- 
tives since age 26. A head injury when the patient 
was 2 years old resulted in a loss of consciousness 
lasting 30 minutes, but recovery was uneventful and 
the child was never hospitalized. No accurate de- 
tails of the history are obtainable. Measles, influ- 
enza-like conditions, and encephalitis are denied, 
and there is no history of surgery. At the age of 8 
years the child suddenly began to gain weight enor- 
mously. In 6 months she went from under 100 to 
over 160 pounds. Observation by a physician at that 
time indicated a physical maturity of an 18-year-old 
girl. Menarche was at 13 years and the patient has 
menstruated irregularly for 4 to 6 days every 4 
to 6 weeks. No abnormality was noted in the child 
until she began to have difficulty in the first grade 
in school. She spent 3 years in this grade and 2 in 
the second, after which she was placed in the 
orthogenic class. From that time onward she 
was always a disciplinary problem and displayed 
much bizarre behavior as pulling out her hair and 
eating it. On this account she was first seen at this 
hospital, when she was 13 years old. She was not 
then considered to be psychotic, her 1.Q. was 64, 
M/A. 7 years and 6 months. In spite of the great 
difficulties of management, the patient’s mother was 
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of the central nervous system. It is particu- 
larly significant in view of the fact that prior 
to admission there was no evidence from 
history or physical examination suggestive 
of this particular lesion. It raises the ques- 
tion of the importance of such a lesion in a 
chronically disturbed person who becomes 
acutely disturbed, and also the question as 
to the mechanism through which the electro- 
convulsive shock precipitated this acute 
picture. 


able to keep her at home until she was 26, and then 
had her committed to an institution for mental de- 
fectives because of “uncontrollable sexual activity 
and outbursts-of physical attacks on her mother.” 
She continued to display this behavior, and after 
almost 8 years of periodically hostile and hair- 
eating behavior, she was considered psychotic and 
transferred to the Warren State Hospital. 
Physical findings.—When examined at 13 she 
was 5'3}” in height, weight 148 Ibs., the obesity 
evenly distributed. There was some hair loss on 
the head, otherwise a normal female distribution 
of hair. Secondary female characteristics were fully 
developed. Pulse was regular at 82, B.P. 110/60 
and no abnormal neurological findings were noted. 
Fasting blood sugar 103.6 mgs./%, B.M.R. minus 
10 and 7, W-R blood negative, hemoglobin 14.5 
gm/%, 4.8 million RBC’s. Physical findings when 
34, height 5'5”, weight 2113 lbs. There was a 
sparse, downy hair on the head with some com- 
pletely bald areas. Body hair was generally in- 
creased and there was some hirsutism of the chin 
and chest. There was profuse diaphoresis and body 
temperature varied from 99° to 100.6° rectally, with 
no constant diurnal variation. The obesity was 
generalized. The pulse ranged from 80 to 110; 
B.P. was 110/70. Neurological examination revealed 
no abnormality except for slight pallor of the left 
optic disc; no retinal pigmentation was observed. 
Spinal tap was essentially negative, fluid pressure 
135 mms. of CSF. No increase in cell count or pro- 
tein. EEG was reported as showing no abnormality 
X-ray of skull showed no evidence of hyperosteosis 
or abnormality in the sella region, and the clinoids 
were well defined. X-rays of the limbs revealed 
neither osteoporosis nor evidence of limb buds. 
After being in this hospital for 4 months the pa- 
tient became increasingly disturbed. Her periodic 
outbursts of sexually aggressive behavior became 
more frequent. Ataraxic drugs were tried without 
success. It was decided to give her electroshock 
treatment and treatment was given by a uni-direc- 
tional current which was applied through bi- 
temporal electrodes from Reiter Model RC-47D 
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Forty-five seconds following the grand mal con- 
vulsion the patient began to breathe but was still 
unconscious. Her immediate post-shock condition 
caused no alarm. Ten minutes later she regained 
consciousness and sat up complaining of feeling 
dizzy. There was an extreme diaphoresis, her face 
was covered with perspiration and her gown was 
saturated. She then collapsed. Her pulse was thin 
and rapid, 130 per minute, respirations rapid but 
regular. There was no cyanosis. B.P. was 70/40 
and there was marked peripheral vaso-constriction, 
her face and limbs being pallid and cold; her pupils 
were widely dilated, and although she would not 
respond to commands she was not unconscious. Her 
condition changed rapidly, and before stimulants 
and oxygen were applied there was a sudden 
peripheral vaso-dilatation, her face becoming red 
and suffused, with a corresponding return of color 
and warmth to her limbs. Her pulse slowed and 
she requested to get up. Her body temperature 
was 101.8", which was a greater variation than had 
her temperature revealed a fluctuation between 98° 
and 101.8°, which was a greater variation than had 
been noted previously. After 8 hours her pulse was 
constant at 86 and her B.P. 110/80. Further re- 
covery was uneventful; for the next 24 hours her 


temperature and pulse fluctuation was no greater 
than had been recorded before electroshock. 

A case of collapse following electroshock 
is described in a patient who, with a history 
of sexual precocity, psychic disturbance with 
aggressive outbursts, obesity, hypo-menor- 
rhea, increased diaphoresis and_ poikilo- 
thermia, demonstrated a hypothalamic syn- 
drome. Some features of the reaction were 


paradoxical but were characterized by vaso- 
motor instability and an increased variation 
in body temperature, suggesting central con- 
trol had been unbalanced by the procedure. 
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ORGAN RECITAL 


Some men employ their health, an ugly trick, 
In making known how oft they have been sick, 
And give us, in recitals of disease, 

A doctor’s trouble, but without the fees; 

Relate how many weeks they kept their bed, 
How an emetic or cathartic sped; 

Nothing is slightly touch’d, much less forgot, 
Nose, ears, and eyes seem present on the spot. 
Now the distemper, spite of draught or pill, 
Victorious seem’d, and now the doctor’s skill; 
And now—alas for unforeseen mishaps ! 

They put on a damp nightcap, and relapse; 
They thought they must have died, they were so bad; 
Their peevish hearers almost wish they had. 


Cowper 
(Conversation) 
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SALUTE TO EUGEN KAHN 


Professor Kurt Kolle, director of the Psy- 
chiatric University Clinic in Munich, dedi- 
cated Der Wahnkranke im Lichte Alter und 
Neuer Psychopathologie to Eugen Kahn who 
reached his seventieth birthday in May just 
past. Kolle’s essay will be discussed else- 
where in this issue of the Journat. We 
recall that Kahn and Kolle are pupils of 
Kraepelin. They have shared a lifelong in- 
terest in the psychopathology of Wahn—— 
a concept for which we do not possess an 
equivalent term in Anglo-Saxon psychiatry. 

Eugen Kahn was born on May 20, 1887, 
in Stuttgart in the South of Germany. He 
studied at the Universities of Heidelberg, 
3erlin, and Munich where he received his 
medical degree in 1909. In 1912 he joined 
the staff of the Munich University Clinic 
which was then the world-famous center of 
academic psychiatry under Emil Kraepelin. 
He remained at the Clinic until 1929, became 
Privatdozent in 1924 and Assistant Pro- 
fessor of Psychiatry in 1927. From 1926 to 
1929 he worked with Bumke, who succeeded 
Kraepelin. 

Kahn came to this country in 1930 to be- 
come Professor of Psychiatry and Mental 
Hygiene at Yale University where he taught 
until 1948. He was Sterling Clinical Pro- 
fessor of Psychiatry from 1946 to 1948. 

After a two-year interval in Switzerland 
where he interested himself in the work of 
the Daseinsanalytiker, and where he lectured 
and wrote, he took residence in Houston, 
Texas. Far too intense and vivacious to re- 
tire, he became the elder statesman at the 
Department of Psychiatry at Baylor Uni- 
versity where he continues to participate as 
teacher and adviser. 

Kahn's literary contributions cover a wide 
range. He wrote extensively on clinical, 
genetic and social aspects of the psychoses. 
His interest in the perplexing problems of 
psychopathic personalities found expression 
in numerous publications of which the major 
contribution, Die Psychopathischen Persone- 


lichkeiten, part of the Handbuch der Geistes- 
krankheiten, was translated into English. 

Problems of personality prevailed in his 
work at Yale. He wrote about growth and 
change of personality in relation to social 
adjustment, marriage and crime. He wrote 
about age and aging, maturity and immatur- 
ity, order and disorder. Together with Ray- 
mond Dodge he published a remarkable little 
book, The Craving for Superiority. In later 
years he turned to problems of experience 
and experiencing. He examined the experi- 
ence of space and time. He delineated differ- 
ences in paranoid and anancastic experienc- 
ing. He conjectured that schizophrenic 
delusions stem from the experience of the 
gap, i.e., of the gap in the meaningful con- 
tinuity of life. Recently he completed what 
must be regarded as the first systematic 
presentation of Daseinsanalyse for American 
readers. 

“As an old student of Kraepelin, I have 
been asked to deliver this memorial lecture. 
I shall endeavor to let you see Kraepelin and 
his work against the background of time 
and place.” With this promise, he began 
the Emil Kraepelin Memorial Lecture which 
he gave at the joint meeting of the AAAS 
and APA in New York last December. He 
presented a masterly description of Germany 
and German psychiatry in Kraepelin’s days. 
He conveyed a vivid picture of Kraepelin, 
the man and the scientist. As a true and 
skilful historian, he developed a view of 
Kraepelin’s role in the history of psychiatry 
with the knowledge, soberness and critical 
sense which made this lecture a permanent 
contribution to the understanding of modern 
psychiatry. 

There is much in the style, the manner and 
the career of Kahn which assumes signifi- 
cance in the light of his description of 
Kraepelin as a teacher “who never tired of 
telling us that our science was only begin- 
ning. He taught us not to overestimate our 
findings. Anything might be ephemeral. Any 
step might be undone through new facts ; yet 
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the step was not in vain as it was inevitable 
on the endless road to better but never com- 
plete knowledge.” The role which Kahn has 
played first in German and later in American 
psychiatry is proof that he has not been 
unmindful of his teacher: In his conservative 
and scholarly way, he has done much to 
contribute to our knowledge of personality 
and psychopathology. 


To his friends and colleagues he is a man 
of vast knowledge, refreshing frankness and 
appealing modesty. He has never been one 
to mix, join or to seek public life. His re- 
serve may well have been a riddle to some. 
He has preserved youthful vitality and a 
fine sense of humor. Such assets may serve 
him well for a long and productive life. 


F. A. Freyan, M.D. 


sutler Hospital is now being reopened as 
sutler Health Center. This came about 
through the effort of many people. Once 
Butler had closed, the community of Provi- 
dence and Rhode Island felt the loss acutely 
and immediately mobilized to bring about 
its reopening. The degree to which the clos- 
ing of this fine hospital touched the feelings 
of so large a segment of the population is 
perhaps phenomenal. 

The American Psychiatric Association was 
called in to act as consultant to the trustees 
of Butler Hospital. Dr, Daniel Blain, acting 
as chairman consultant, organized a study 
committee and made extensive explorations 
of the psychiatric needs of Rhode Island, 
of the psychiatric services available to meet 
these needs and of Butler Hospital’s re- 
sources, 

This led to a report published in Septem- 
ber, 1956, “The Future of Butler Hospital.” 
It gives a historical picture of the manner 
in which the hospital had served the com- 
munity in the past and proceeds to present 
up to the present time the information neces- 
sary for constructive decisions and action. 
There is a comparison of the hospital be- 
tween 1844 and 1956 that relates the function 
of the institution to the economics of the 
time. There is a discussion of the modern 
concept of a mental hospital and community 
program, as a background for recommenda- 
tions. This report was accepted by the trus- 
tees and by the Corporation of Butler Hospi- 
tal and action began to follow the American 
’sychiatric Association’s recommendations. 

l‘irst, an outpatient department was 
opened February 18, 1957, to meet those 
community needs which do not require in- 


THE REOPENING OF 


BUTLER HOSPITAL 


patient treatment. Establishing such an out- 
patient service prior to the establishment of 
the inpatient service is in itself a somewhat 
unusual program. It represents, without 
doubt, the new trend in psychiatry of seeing 
the inpatient service as an outgrowth of the 
outpatient, rather than the outpatient as 
simply an addition to an existing hospital. It 
would tend to orient the institution from the 
start to provide alternatives to hospitaliza- 
tion, to minimize the separation of the patient 
from his community. 

On April 15, 1957, a day-patient service 
was established. Here, the extensive occupa- 
tional, recreational and educational resources 
of the hospital can be made available for 
those patients who need more hours of at- 
tention than is provided in the outpatient 
clinic. There is a considerable emphasis on 
rehabilitation in the day-patient program as 
well as on providing an alternative to hospi- 
talization. 

It is expected that a small inpatient service 
will be established in July to provide a flexi- 
ble intensive treatment program for those 
requiring it. This is expected to be closely 
connected to and, in fact, an extension of the 
outpatient and day-patient service. 

In the course of all of this, there is a 
progressive attempt by the hospital to become 
an integral part of the Rhode Island com- 
munity. There is increasing participation of 
the staff in those social agencies of the com- 
munity that desire this professional con 
nection, 

One aspect of the Butler program is that 
of a movement to Butler of those social 
agencies that can best utilize the resources of 
the hospital, to occupy space on this exten- 
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sive property. Only in this way, it is thought, 
can this hospital’s resources be best used to 
meet the community needs. It is thus that 

sutler Hospital becomes Butler Health Cen- 
ter, for some of the agencies considering 
moving in are not primarily concerned with 
mental health. This breaks down the bar- 
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riers between mental health and other health 
concerns of the community. No longer is 
Butler Hospital to be used only by mentally 
ill inpatients. It is going to be associated with 
community programs in an integral way. 


Rosert W. Hype, M.D., 
Director, Butler Health Center. 
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“THE GOODNESS OF A WRITING” 


The words used should be the most expressive that the language affords, provided that 
they are the most generally understood. Nothing should be expressed in two words that 
can be as well expressed in one; that is, no synonyms should be used, or very rarely, but 
the whole should be as short as possible, consistent with clearness; the words should be 
so placed as to be agreeable to the ear in reading; summarily, it should be smooth, clear, 
and short, for the contrary qualities are displeasing. 

—BENJAMIN FRANKLIN 


THE LANGUAGE WE WRITE 


Anyone who wishes to become a good writer should endeavor, before he allows himself 
to be tempted by the more showy qualities, to be direct, simple, brief, vigorous, and lucid. 

This general principle may be translated into practical rules in the domain of vocabulary 
as follows: 

Prefer the familiar word to the far-fetched, 

Prefer the concrete word to the abstract. 

Prefer the single word to the circumlocution. 

Prefer the short word to the long. 

Prefer the Saxon word to the Romance. 
These rules are given roughly in the order of merit; the last is also the least. 

—H. A. Fowrer anv F. G. Fow ter, 
The King’s English 
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NEWS AND NOTES 


FouNDATIONS’ FUND For RESEARCH.— 
The Foundations’ Fund for Research in 
Psychiatry announces the availability of 
funds for the establishment of 2 or possibly 
3 research professorships for eminent re- 
search psychiatrists in the departments of 
psychiatry in medical schools. The closing 
date for applications will be Oct. 31, 1958. 

For further information, interested de- 
partments or individuals are invited to write 
to the Foundations’ Fund for Research in 
Psychiatry, 251 Edwards St., New Haven 
11, Conn. 


ADLERIAN PsycHoLoGcy.—The American 
Society for Adlerian Psychology and The 
Individual Psychology Association New 
York, Inc., held a joint memorial meeting on 
the occasion of the 20th anniversary of the 
death of Alfred Adler on Friday, May to, 


1957, at the New York Academy of Medi- 
cine, New York, under the chairmanship of 
Frank L. Babbott, M.D. The speaker was 
Robert W. White, Ph. D., department of 
psychology, Harvard University. 

The American Society for Adlerian Psy- 
chology held its 5th annual conference at 
the New York Academy of Science on 
Saturday, May 11, 1957. Alexandra Adler, 
M.D., Hans D. Ansbacher, Ph. D., and 
Rudolph Dreikurs, M. D., served as chair- 
men. The topic of the conference was 
“Theory and Technique of Adlerian Psy- 
chotherapy.” 


P. SLOAN VisITING PROFESSOR, 
MENNINGER FoUNDATION.—On March 17, 
1957, Dr. Earl D. Bond became first Alfred 
P. Sloan visiting professor in psychiatry at 
the Menninger Foundation. The program, 
covering several weeks, includes informal 
conferences with individuals and small 
groups, a series of lectures, and a review 
of the history of American psychiatry in 
which Dr. Bond has played so prominent a 
part. 

The visiting professorships were estab- 
lished by a grant from the Alfred P. Sloan 
Foundation. Their purpose is to bring to 


Topeka, for varying periods, persons of out- 
standing achievement in psychiatry to con- 
tribute to the professional education of the 
physicians in training. 


AMERICAN Society or Grour PsycHo- 
THERAPY AND PsycHoprRAMA.—The annual 
meeting of the Society took place May 17 
and 18, 1957, in the Cotillion Room of the 
Morrison Hotel, Chicago, in collaboration 
with the New York, Michigan, and Illinois 
chapters. The sessions included workshops 
and seminars. 

The presidential address was given by 
Dr. Jules H. Masserman, Friday evening, 
May 17, 1957. 

AMERICAN NEUROLOGICAL ASSOCIATION. 
—The 82nd annual meeting of The Associa- 
tion will be held at the Claridge Hotel, At- 
lantic City, N. J., June 17-19, 1957, under 
the presidency of H. Houston Merritt, 
M.D., of New York City. 

All communications regarding the meeting 
should be addressed to Charles Rupp, M. D., 
secretary of the Association, 133 South 
36th St., Philadelphia, Pa. 

East Bay Psycuiarric 
ASSOCIATION.—The officers of this society 
for the year 1957 are as follows: president, 
Dr. Louis Bryce Loyer, Verkeley, Cal. ; 
president elect, Dr. William McGaughey, 
Oakland, Cal.; secretary, Dr. Marion E. 
Roudebush, Oakland, Cal.; treasurer, Dr. 
Melvin Lipsett, Berkeley, Cal. Councillors 
elected were: Dr. Jack Dolhinow, Berkeley, 
Cal.; Dr. Peyton Jacob, Oakland, Cal. ; and 
Dr. Joseph Lifschutz, Orinda, Cal. 

INTERNATIONAL ASSOCIATION FOR CHILD 
Psycuiatry.—The next International Con- 
gress under the auspice s of the International 
Association for Child Psy¢ hiatry and Allied 
Professions will take place in Lisbon, 
Portugal, in the summer of 1958. The pres- 
ent tentative dates are June 16 to 21, 1958. 
The ‘general theme of the congress will be 
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“Psychological Problems of Children from 
6 to 10 Years.” 

Contributions relating to treatment, pre 
vention, or research aspects of this subject 
are invited and the following general topics 
are suggested: 1. Affective deprivation in 
children aged 6 to 10 years; 2. Team-work 
in child psychiatry; 3. The training of psy- 
chotherapists in various countries; and 4. 
Clinical problems and psychotherapy. 

Outlines of contributions should be sub- 
mitted before June 30, 1957, to Mrs. Eliza- 
beth FE. Irvine, Secretary-General, Inter- 
national Assoc. for Child Psychiatry and 
Allied Professions, 14 Belsize Square, Lon- 


don, N.W. 3, England. 


PiriysicaL MepicINE AND REHABILITA- 
TION.—The Editorial Board of the Archives 
of Physical Medicine and Rehabilitation has 
established a special subscription rate of 
$5.00 per year to be granted to bonafide resi- 
dents in physical medicine and other spe- 
cialties in the U. S., its territorial posses- 
sions, Mexico, Canada, United Kingdom 
and Europe. The following rules apply: 1. 
The subscription may be entered for a 
period not to exceed 3 years; 2. All orders 
for this special rate must be accompanied 
by a letter of verification from the director 
of the training program confirming the resi- 
dent’s status and the number of years re- 
maining in the resident’s training program ; 
3. This special rate is not applicable if less 
than one year of the training remains to be 
completed in the applicant’s residency pro- 
gram; 4. The subscription is not transfer- 
able and must be entered in the resident’s 
name. It cannot be sent to a hospital, organi- 
zation, institution, or a person other than 
the subscriber. 

Those desiring to avail themselves of the 
special rate to residents should write to the 
Archives of Physical Medicine and Rehabili- 
tation, 30 N. Michigan Ave., Chicago 2, Ill. 

Community Menta Hearru.—The 
New York State Association of Community 
Mental Health Boards was organized April 
8, 1957, at the 2nd annual conference of 
community mental health boards conducted 
by the department of mental hygiene at the 
DeWitt Clinton Hotel, Albany. Approxi- 
nitely 150 board member and administra- 
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tors from 23 boards in the state attended the 
meeting. 

Officers elected were: president, Mrs. 
Khea M. Onondaga community men- 
tal health board; vice-president, Dr. Philip 
Rafle, Suffolk County community mental 
health board ; secretary, Mrs. Alice Fordyce, 
New York community mental health board ; 
and treasurer; Mrs. Margaret Daly, Jeffer- 
son County community mental health board. 

The community boards have been ap- 
pointed by local governments under the 
New York State Community Mental Health 
Law of 1954. Their purpose is to develop 
psychiatric services in the community. 
Under the program the state reimburses 
communities for 50 percent of operating 
costs up to $1.00 per capita of the local popu- 
lation. 

Local governments participating in the 
program include New York City and 22 
counties, 


BrookLyN Psycuiatric Sociery.—The 
newly-elected officers for this society for 
1957-58 are as follows: president, Morton 
Hand, M. D.; vice-president, David M. 
Ingelhardt, M. D.; secretary-treasurer, Ab- 
bott Lippman, M. D. 


N. Y. Stare DivistionaL MeetinG oF 
THE A.P.A.—This Divisional Meeting of 
the A.P.A. will be held at the Hotel Roose- 
velt, New York City, November 15-17, 1957. 

Contributions to the program are invited 
on the following suggested subjects: rela- 
tionships of communication theories to 
psychiatry; role of altered states of con- 
sciousness to behavior ; experimental psycho- 
pathological reactions ; delinquency and ad- 
diction ; industrial psychiatry ; and, evaluation 
of therapy, This list of topics 1s not an 
exclusive one, and papers on other subjects 
would be considered by the committee. Ab- 
stracts of papers should be submitted to Dr. 
Marvin Stern, N.Y.U. College of Medicine, 
550 First Ave., New York 16, N. Y., before 
May 15, 1957. 

CorkECTIONAL INSTITUTIONS FOR J UVE- 
NILES StupiED.—The New York School of 
Social Work has recently received a grant 
of $129,000 from the Ford Foundation for 
a comparative study of correctional institu- 
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tions for juveniles to extend over a period 
of 3 years. The project wil be conducted in 
the new Research Center of the New York 
School of Social Work under the joint direc- 
tion of Dr. Loyd FE. Ohlin and Richard A. 
Cloward. 

The necessity to study various treatment 
facilities for juveniles has assumed growing 
importance in recent years because of the 
rising rate of delinquency and commitment 
to correctional institutions. 


Psycuiatric ACHIEVEMENT 
Awarps, 1956.—The National Association 
for Mental Health has named 130 mental 
hospital ward attendants as winners of its 
Psychiatric Aide Achievement Awards for 
1956. The winners were selected from 47,- 
000 psychiatric aides, and were nominated 
by co-workers, patients and visitors for the 
high quality of their services. Each winner 
received a gold pin and certificate of achieve- 
ment during Mental Health Week, April 
28-May 4, 1957. 


ResearcH iN Arrecrs.—The Regional 
Research Meeting of the A.P.A. held at 
Syracuse, New York, April 5-6, 1957, dealt 
with recent findings of research in affects. 
A concentrated program considered the fol- 
lowing subjects: Disorders of Affects during 
Childhood; Communication and Affects; 
Experimental Studies on Affects; and, 
Drugs and Affects. The department of psy- 
chiatry, State University of New York, Up- 
state Medical Center, Syracuse, was a co- 
sponsor of the conference, which was 
widely attended. 


CotumBiA Universiry Psy- 
CHIATRIC ADMINISTRATION.—A_ degree 
course, beginning September 1957, in psy- 
chiatric administration will be offered for 
the second year under the auspices of the 
School of Public Health and Administrative 
Medicine, and the department of psychiatry 
of the Faculty of Medicine, Columbia Uni- 
versity. 

The course is designed to prepare candi- 
dates for administrative posts in mental 
hospitals, clinics and community mental 
health programs. The complete program en- 
tails 20 months, of which 8 are in academic 
residence. A few senior stipend traineeships 
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are available for this training from the Na- 
tional Inst. of Mental Health. 

Only 5 applicants will be accepted for the 
course to begin in September 1957. Further 
details may be obtained by writing to the 
Executive Officer, School of Public Health 
and Administrative Medicine, Columbia Uni- 
versity, 600 West 168th St., New York 32, 
N. Y. 

Dr. Fevix Ratsep to RANK or AssiIst- 
ANT SurRGEON GeNeRAL.—Dr. Robert H. 
Felix, director of the National Inst. of Men- 
tal Health, has been appointed Assistant 
Surgeon General of the U. S. Public Health 
Service with the rank of rear admiral, ac- 
cording to a recent announcement by Sur- 
geon General Leroy E. Burney. 

The director of the National Inst. of 
Mental Health since its inception, Dr. Felix 
served previously as head of the Public 
Health Service’s Mental Hygiene Division 
(a forerunner of the Institute). 

In these positions he has brought great 
skill and public health experience to the task 
of building a vigorous program for improv- 
ing the mental health of the nation. The 
career of-Dr. Felix in the Public Health 
Service began in 1933. He served as clinical 
director of the Medical Center for Federal 
Prisoners from 1935 to 1936, as chief of 
psychiatric services at the Federal narcotic 
addiction center at Lexington, 1937, as clini- 
cal director in 1938, and executive officer of 
that institution from 1939 to 1941. He re- 
ceived the degree of Master of Public 
Health from the Johns Hopkins University 
School of Public Health in 1942. From 1942 
to 1944, during the war, he was assigned to 
the Coast Guard Academy as psychiatrist 
and senior medical officer. In 1944 he be- 
came head of the Public Health Service’s 
Mental Hygiene Division 

In 1949 Dr. Felix acted as technical ad- 
viser to the U. S. Delegation to the Second 
World Health Assembly in Rome. In 1951 
he served as chairman of the U. S. Delega- 
tion to the 4th International Congress on 
Mental Health in Mexico. In 1952 he was 
appointed a 5-year member of the W.H.O. 
expert Advisory Panel on Mental Health. 

In 1953 the honorary degree of Doctor of 
Science was conferred on Dr. Felix by the 
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University of Colorado, and again by Boston 
University. 

DeatH or Dr. MacCaLMan.—Profes- 
sor Douglas MacCalman, formerly Nuffield 
professor of psychiatry at the University of 
Leeds, died after a prolonged illness Janu- 
ary 31, 1957, age 53. 

Dr. MacCalman received his medical edu 
cation at the University of Glasgow where 
he graduated M.B., Ch. B. in 1929. He 
took up appointments in psychiatry in the 
U. S., first at the Phipps Clinic, Johns Hop- 
kins Medical School, under the late Adolf 
Meyer, and later at the Boston Psychopathic 
Hospital under the direction of Dr. McFee 
Campbell. In 1935 Dr. MacCalman was in- 
vited to become general secretary of the 
Child Guidance Council in London, where 
he enhanced his reputation not only as an 
able clinician but as a man of outstanding 
academic and administrative ability. He was 
the first and only holder of the Crombie- 
Ross lectureship in psychopathology at 
Aberdeen University, which carried with it 
the honorary status of assistant physician at 
the Aberdeen Royal Infirmary and the Aber- 
deen Hospital for Sick Children. 

Dr. MacCalman was one of the founder 
members of the Mental Health Research 
Fund and a Trustee of the World Federa- 
tion for Mental Health. He was in demand 
as a lecturer in Iinland, U. S. and Australia. 
He was elected to the Royal College of 
Physicians of Edinburgh in 1948. 

WorksHor PsycuorHerary.—The 
American Academy of Psychotherapists is 
holding a workshop in psychotherapy at the 
University of Wisconsin, Aug. 4-7 inclu- 
sive. The invitation to meet at Madison 
was issued jointly by the departments of 
psychiatry and psychology of the University. 
Members of the Academy are eligible to 
attend. 

The planning committee consists of Albert 
Ellis, Ph. D., New York City; Thomas P. 
Malone, M. D., Atlanta, Ga.; Robert ,Toes- 
sler, M.D., Madison, Wis.; and Carl R. 
Rogers, Ph. D., chairman, 5737 Drexel Ave., 
Chicago 37, Ill. Inquiries should be directed 
to the chairman. 


MentAL HeattH N. Y. Strate 
Service.—The 27 institutions of the depart- 
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ment of mental hygiene held open house 
during Mental Health Week, April 28 to 
May 4, 1957, coinciding with the state 
government’s “Open House Week” during 
which the public was invited to visit some: 
500 state offices and installations throughout 
the 62 counties. 

Special feature of the Mental Health 
Week activities at the institutions included 
tours of the facilities, observation of pa- 
tients activities, exhibits, films and lectures. 
This program served admirably to bring the 
hospitals into closer relationship with their 
respective communities, and met with ap- 
preciative public response. 


Dr. FroMM-REICHMANN Dites.—Dr. 
Frieda Fromm-Reichmann, director of psy- 
chotherapy at Chestnut Lodge Sanitarium, 
Rockville, Maryland, died following a coron- 
ary occlusion April 28, 1957, at the age of 
67. 

Born in Karlsruhe, Germany, Dr. Fromm- 
Reichmann (former wife of Eric Fromm) 
received her degree in medicine from the 
Univresity of Munich. She early specialized 
in psychoanalysis, doing graduate work at 
Munich and at the Psychoanalytic Institute 
in Berlin. During World War I she served 
both at the Konigsberg Hospital for Brain- 
Injured Soldiers and at the Frankfurt Insti- 
tute for Brain-Injured Soldiers where she 
did research work. Later she was on the 
teaching staff of the Psychoanalytic Institute 
in Frankfurt. 

In 1934 she came to the United States and 
joined the staff of Chestnut Lodge Sani- 
tarium where she remained until her death. 
For several years she was faculty chairman 
at the Washington School of Psychiatry. 

She became a Fellow of The American 
Psychiatric Association in 1940. In her work 
at Chestnut Lodge Sanitarium she specialized 
in the psychotherapy of schizophrenia. This 
was the subject of the Academic Lecture 
which she delivered at the 110th annual meet- 
ing of The American I’sychiatric Association 
in St. Louis in 1954 (v. Am. J. Psychiat., 
Dec. 1954). She co-edited with Dr. J. L. 
Moreno the recently published volume, Prog- 
ress In Psychotherapy, 1956. 

Surviving relatives are two sisters living in 
Israel. 
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Der WAHNKRANKE IM LicHTe ALTER UND Neuer 
By Kurt Kolle. (Stuttgart: 
Georg Thieme Verlag, 1957.) 


This monograph is the published version of a 
lecture which Kolle gave at the University at 
Zurich in response to an invitation of Manfred 
Bleuler. Differences of opinion regarding the psy- 
chopathology of Wahn——for which we will have 
to substitute delusion——have existed between the 
Zurich school and Kolle since he published Die 
Primaere Verruecktheit in 1931. It has been 
Kolle’s contention that Kraepelin’s paranoia belongs 
in the group of schizophrenias. Together with 
Gruhle and Schneider he objects to a delineation 
of paranoid psychoses in the belief that the de- 
velopment of delusions presupposes the existence of 
a schizophrenic or organic process. He contrasts 4 
theses which represent the classical and modern con- 
cepts on psychopathology of delusion: 1. The forma- 
tion of true delusions is evidence of a psychotic proc- 
ess which cannot be explained in terms of psycho- 
genesis. 2. Differing from these true delusions are the 
paranoid reactions of abnormal personalities with 
ideas of reference, pathological jealousy, etc. 3. There 
is no nosological entity “paranoia,” there are only 
paranoids whose delusions can be understood on 
the basis of Anlage, experience and milieu. 4. De- 
lusions are psychogenetically determined compro- 
mises which must be regarded as compensatory 
solutions for existential and unconscious conflicts. 

Kolle reexamines what is known about the patho- 
psychology of delusion. Ever since Jaspers intro- 
duced the distinction between explaining and under- 
standing psychology, German psychiatry has been 
divided into two, but by no means homogeneous, 
camps. To the followers of Jaspers, process and 
development are cardinal entities. A development 
can be understood. A process must be causally ex- 
plained. Gruhle, Schneider and others maintain 
that delusions are unmotivated symptom formations 
produced by an organic process of unknown nature. 
In the other camp, delusions are regarded as re- 
active developments. Conceptual frames of refer- 
ence differ widely insofar as the identification of 
the reacting elements is concerned. Griesinger, whom 
Kolle believes to be much misquoted as having 
equated mental disorders with cerebral pathology, 
stressed the emotional underground of delusions and 
drew parallels between rigid attitudes of normals 
and fixed ideas of psychotics. Kraepelin observed 
that the delusional contents in paranoia had much in 
common with the general fears and hopes of normal 
individuals. E. Bleuler, Gaupp, Kretschmer and 
many others explored the relations of individual 
experiences and delusional themes. 

Kolle denies that the established correlations be- 
tween personality, experience and delusion have 
contributed to a true insight into their pathogenesis. 
For one thing, he is struck by the relative uni- 
formity of delusional content. Systematic studies 
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of the clinical records of patients over several 
decades disclosed repetitious conformity of delu- 
sional themes in spite of all differences in individual 
background. He, therefore, questions the genetic 
relevancy of the interpretations as advanced by 
Benedetti, Rosen and Sechehaye. What remains 
unexplained though therapeutically understood 

is the problem of the specific deviation from 
normal thinking which, after all, remains intact in 
the multitudes of persons who share similar situa- 
tions, experiences and conflicts. 

Furthermore, Kolle attributes great significance 
to the fact that delusions occur rarely without ad- 
ditional manifestations of personality change. In 
only 19 among 30,000 patients who were treated 
at the clinic during Kraepelin’s time, could Kolle 
find evidence of pure paranoia. A more recent 
study of 13,531 patients, seen in the years 1953-19055, 
yielded 8 cases. This rarity of circumscribed pathol- 
ogy in the form of delusions suggests that a 
profound, a total change of personality occurs in 
all but a few psychoses which is held to be identical 
with the schizophrenic process. The likelihood of 
such a process is strengthened by the fact that de- 
lusions in affective and organic psychoses disappear 
if and when therapy is effective. Why, continues 
Kolle, do these patients shed their delusions, even 
though many should seem equally predisposed by 
virtue of makeup and experience to maintain fixed 
systems? Why, furthermore, does the grandiose- 
delusional system of the general paretic remain so 
primitive? This is interpreted as proof of the inter- 
dependence of brain and delusion, since the luetic 
destruction of the frontal cortex abolishes the 
discriminatory, judgemental and intentional func- 
tions which facilitate the greater subtlety and idea- 
tional diversity of schizophrenic delusions. 


As a result of such findings, considerations and 
questions, Kolle concludes that there is much evi 
dence in support of the concept of a somatic process 
as cause of delusion i.e. Wahn. While he re 
mains uncertain whether the causal relationship 
will ever be fully understood, he believes in the 
therapeutic significance of the empirical psycho- 
pathology of understanding. 

Kolle’s presentation is lucid, fluid and rich in 
pertinent quotations from the German literature. 
The complete absence of dogmatism reflects the 
author’s scientific integrity. He distinguishes care 
fully between opinions, convictions and facts. He 
expresses his views mostly in the form of questions 
which, as few will doubt, deserve to be asked. On 
purely logical grounds, there is little to contest 
his ideas. In the absence of specific knowledge of 
etiological factors, the plausibility of the proposed 
concept can hardly be denied. From an empirical 
point of view, there is much to favor a multi- 
factorial approach to the problem. Kolle if I 
understand him correctly——interprets the high de- 
gree of ideational uniformity in delusional states 
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as suggestive evidence of a specific process. The 
mere existence of typical patterns, it seems to this 
reviewer, supports a concept of clinical entity but 
does not imply a common cause. There are other 
examples of striking thematic conformity as in the 
case of obsessive-compulsive states. If ‘Kolle’s 
reasoning prevails here too, a specific underlying 
process would have to be postulated. Furthermore, 
the relationship between general paresis and primi- 
tive grandiose delusions appears less definitive than 
stated, The expansive-euphoric form is one of sev- 
eral dissimilar psychotic syndromes associated with 
this disorder. It has been observed time and again 
that the premorbid personality had decisive influ- 
ence on the typological aspects of the early psy- 
chotic manifestations. Moreover, electroshock can 
abolish the psychotic disturbance before specific 
therapy is started. Since neither neurological, surgi- 
cal or anatomical findings permit definite correla- 
tions between nature and extent of cortical lesions 
and mental symptoms, the case of the paralytic fails 
to qualify as a model in the considerations of the 
origin of delusions. 

Kolle’s inclination to reduce the complexity of 
potential variables to an almighty causal process 
appears over-rigid at a time when experimental in- 
vestigations in the behavioral sciences provide grow- 
ing evidence of multifactorial sets of causative 
forces. This is also overlooked by those whose 
therapeutic experiences with delusional patients 
have led them to construct highly imaginative 
genetic theories which have a peculiar way of 
acquiring an air of finality in the process of com- 
municative circulation. 

It is a distinctive merit of Kolle’s style of pre- 
sentation that the reader can profit from the liberal 
scope of the discussion without being asked to agree 
with particular conclusions. Since Kolle prefers 
questions to answers and maintains an attitude of 
cautious reserve in the establishment of his opinions, 
his essay can be highly recommended to all those 
who are still perplexed by the unsolved riddles of 
the nature of Wahn, 

F. A. Freywan, M.D., 
Farnhurst, Del. 


Cutture Mentat Disorvers. By Joseph W. 
Eaton, Ph. D., and Robert J. Weil. (Glencoe, 
Ill.: The Free Press, 1955. $4.00.) 


Culture and Mental Disorders is a meaty little 
volume facing the challenging question whether the 
individual or society is the patient. In an age ad- 
dicted to the cult of “adjustment” it requires cour- 
age to raise the very question. The authors, Dr. 
Joseph W. Eaton, sociologist, and Dr. Robert J. 
Weil, psychiatrist, are representative of the two 
principal tenants of the common domain of cultural 
psychiatry and its cognate field of social anthropol 
ogy. 

They selected as their social laboratory the re- 
ligious sect of the Hutterites, an ethnic group 
stemming from the Anabaptists of the sixteenth 
century Reformation. Some gooo of these folk live 
in about 70 cooperative colonies scattered over the 
American and Canadian West. These colonies 
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forming enclaves in a vast non-Hutterite territory 
maintain their identity and cohesion by a process 
of “controlled acculturation” consisting largely in 
common Biblical ideologies, ingroup mating and 
community ownership of land and products of in- 
dustry. 

In his succinct foreword, Dr. Karl Menninger 
points up the significant fact that these Hutterites 
“are in many ways like most of us.” That is to 
say that they embody the cultural universals of the 
great North Atlantic community. As an anthro- 
pological research project this work is therefore 
heralding a shift of emphasis away from the remote 
non-literate societies to the highly cohesive but 
literate “island societies” in our very midst. This 
shift is somewhat overdue. For while the study of 
the incredibly complex kinship system of the 
Australian aborigines is a very worthy scientific 
enterprise, yet of more immediate concern might 
be the explanation of the survival of the goodly 
Amish folk in Pennsylvania; the people of Andorra 
tucked away in the Pyrenees, and also these same 
Hutterites. Indeed one might fruitfully inquire why 
some people continue to live in their old “castles” 
when the “drawbridges” are down and the surround- 
ing country so vast and promising. .. . 

There is a scientific advantage in studying these 
more familiar groups like the Hutterites because 
of the common language. In their “time anxiety” 
lest a remote Melanesian tribe become “con- 
taminated” by Western culture contacts, some 
social anthropologists have at times overlooked the 
handicap of a cultural “semantic aphasia.” For in 
the wise words of Prof. Hoijer “the vocabulary of 
a people inventories their culture.” 

In their highly intensive study the authors arrive 
at the conclusion that while “the Hutterite way of 
life was no antidote for severe mental illness, it 
provided an atmosphere in which emotionally dis- 
turbed persons were encouraged to get well “and 
that these colonies were in a sense “therapeutic com- 
munities.” This in turn leads to the warrantable 
assumption that “cultural and social variables affect 
mental disorders.” The authors modestly refrain 
from an air of finality in their conclusions even 
though they have done an unusually thorough sta- 
tistical job. They seem to be, however, painfully 
aware that their statistical samples are very small 
and therefore require deeper psychodynamic study. 

The book thus leaves unanswered a number of 
very pertinent questions. These are of ecological, 
historical and psychological import. To begin with 
the Hutterites traveled for over 4 centuries 
mostly driven, rarely invited. One would like to 
know more about the effect on these folk of sudden 
uprooting and changes of ecologic setting from the 
mountainous Switzerland, South Germany and 
Sohemia to the Steppes of Roumanian Wallachia, 
the Russian Ukraine, and finally after 1874 to the 
prairies and Rockies of Manitoba, the Dakotas, 
Alberta, and Montana. 

Historically the Hutterites are a product of the 
Anabaptist ferment of the Reformation in the be- 
ginning of the sixteenth century. The earliest roots 
are to be found among the brethren of the thera- 
peutic communities of the pre-Christian essenes. 
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The authors rightly berate the psychologic in- 
adequacy of many statistical studies correlating re- 
ligions and mental disorders in that they are mostly 
concerned with mere formal affiliation. All the more 
reason why we should like to know the influence on 
the Hutterites of such Anabaptist doctrines as the 
rebirth through adult baptism and the belief that 
only the outer man is sinning but not the inner 
“rebaptized” man. 

This brings us to the final germane question: how 
to account for the incidence of manic-depressive 
depressions among the Hutterites. Related to this 
is the question why these manic-depressive reac- 
tions are over 4 times as many as the schizophrenic 
reactions. The comparative data in the book with 
9 other ethnic groups are very revealing but not 
too illuminating. The relative incidence of types of 
mental illness in various cultural settings has been 
treated by this reviewer in a survey entitled: Ob- 
servations on Cultural Psychiatry during a World 
Tour of Mental Hospitals (Am. J. Psychiat. Vol. 
108: 6, 1951). There it has been shown that in 
countries like Eire and the lands of the Mediterran- 
ean basin, where emotional life is less inhibited, 
there is a preponderance of manic-depressive over 
schizophrenic reactions. The opposite seems to ob- 
tain in the lands of Northwestern Europe where 
restraint of the emotions is encouraged. Somewhat 
similar to Northwestern Furope are some lands 
of Hinduism and Buddhism where the ideals of 
passivity, non-resistance and retirement from tempo- 
ral concerns are cultivated. Now, while the Hut- 
terites are said to strenuously suppress the overt 
manifestations of anti-social aggression and illicit 
sexuality, they have on the other hand afforded 
abundant opportunity for the expression of the 
emotional life. 

Thus the very efficient socio-psychiatric team 
of investigators have grappled zaliantly with the 
besetting problem of our age: “Is the complexity 
of modern civilization a major cause of mental dis- 
orders?” In probing the problem they made no 
small contribution to its solution. We should be 
grateful to scientists for lifting an edge of the cur- 
tain, even if they do not reveal the total stage of 
social and psychiatric interaction. 

Henry Rapuaert Gorn, M.D., 
New York City. 


Harry Strack SULLIVAN: CLINICAL IN 
Psycuiatry. Edited by Helen Swick Perry, 
Mary Ladd Gawel, and Martha Gibbon. Fore- 
word by Dexter M. Bullard. (New York: 
W. W. Norton & Co., 1956, pp. 386. $5:50.) 


This book is a memorial for the late Harry 
Stack Sullivan, offered by a group of his friends 
and students. It is also a token of their loyalty 
and reverence for their teacher. Essentially it con- 
tains material from a course of lectures Sullivan 
gave on invitation in Chestnut Lodge in 1943. 
(There were altogether 246 lecture-discussions from 
1942 to 1946.) 

The first 9 sections of the book deal with “dy- 
namisms of living and their misuse in mental dis- 
order,” the remaining 6 with “therapeutic patterns 


of difficulties—the clinical entities.” The titles 
clearly show what Sullivan strives for: he does not 
tire of emphasizing that the dynamisms he discusses 
are not the prerogatives of the mentally sick, but 
common to all people, but “misused” in one way 
or other by patients. He stresses the importance 
of getting hold of assets as well as of liabilities. 
He warns against making a clinical diagnosis pre- 
cociously. Needless to say, he indicates the sig- 
nificance of interpersonal relations. 

I would deem it inappropriate now and here to 
start arguing a variety of issues as presented in 
this book, since Sullivan could not fight back. I 
am satisfied in giving credit to Dr. Bullard’s remark 
that one did not go to sleep when Sullivan held 
the floor, and to the editors who did a difficult job 
with tact and skill. 

Eucen Kaun, M.D., 
Galveston, Tex. 


TexTsook oF HUMAN Anatomy. Edited by W. J. 
Hamilton. (New York: St. Martin’s Press 
and London: Macmillans, 1957, pp. 1022. 
$16.50.) 


With the abundance of textbooks in human 
anatomy it may well be asked what reason there 
may be for publishing another, even though the 
contributors to such a work are as distinguished 
as those who make this volume, namely, the late 
A. B. Appleton, J. D. Boyd, Le Gros Clark, W. J. 
Hamilton, J. M. Yoffey, and S. Zuckerman. Those 
who have taught anatomy will know the answer. 
The present excellent textbooks of human anatomy 
have really become a combination of encyclopaedia 
and reference work. The student can no longer 
be expected to study the whole volume, whether 
he be a medical student or a student of anatomy. 
There was, therefore, a need for a shorter textbook, 
and one at the same time that would fill the lacunae 
which the usual textbook of anatomy presents, 
namely, the relation between structure and function, 
and the wider biological implications of anatomy 
then the merely anatomical. 

As one who studied, taught, and did research in 
antomy for a quarter of a century, let me say at 
once how fortunate the student will be who has 
this textbook to help him grasp a subject which 
Rabelais appropriately described as an “abysm.” 
Details have been severely pruned, the account of 
smaller branches of arteries and veins curtailed, 
and the description of the individual bones much 
reduced. The illustrations, mostly in color—the 
work of A. K. Maxwell and F. B. Price—are ad- 
mirably clear, as is the text. The print size is bold, 
large, and crisp, indeed, the whole work has a crisp- 
ness and freshness, from binding and typography to 
text and illustrations, which makes it the most wel- 
come addition to the teaching and learning of 
anatomy that has appeared in this century. 

The section on the central nervous system by 
Le Gros Clark and that on the peripheral nervous 
systent by J. D. Boyd are really among the best 
brief (together consuming nearly 300 pages) de 
scriptions of these complex systems available in 
the English language. 
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Altogether everyone concerned with the making 
of this book deserves our congratulations and our 
thanks. 

M. F. Asuiey Montacu, 
Princeton, N. J. 


Towarn A UnNirmp Turory or HUMAN Benavior. 
Edited by Roy R. Grinker, M. D. (New York: 
Basic Books, Inc., 1956, pp. 361. $6.50.) 


For the past § years, 19 authorities in the fields 
of psychiatry, psychology, sociology, anthropology, 
biology, philosophy and history have been working 
together at Chicago in an effort to find a meeting- 
ground of concept and terminology upon which a 
new and unified theory of human behavior could be 
built. 

This volume is an abstraction of about 1600 pages 
of the verbatim transactions of the first 4 of this 
series of conferences. The conferences were aimed 
at “exploring the possibilities of establishing some 
kind of theoretical foundations upon which the 
study of the individual could fruitfully proceed.” 
According to Dr. Jurgen Ruesch, “If such an under- 
taking were to be successful, it would provide for 
an entirely new perspective of the intricate relations 
between mind, body, and social economic events, 
and would furnish a framework which would con- 
sider simultaneously the individual and his sur- 
roundings, both in health and disease.” 

The principal criticism that I have, I think, con- 
cerns the assumptions underlying this series of 
conferences and the writing of this book. The work 
is entirely premature. I do not think that the 
knowledge of human behavior today justifies in- 
dulging in the luxury of a unified theory. To me, 
progress is much more likely to occur when work 
is done under many different theoretical frames of 
reference. The development of a premature unified 
theory can only result in stifling creative thought 
and work. Ina field such as human behavior, where 
there is so much difference of opinion as to the 
interpretation and evaluation of empirical data, any 
attempt at a unified theory can result in nothing but 
meaningless abstractions and unwarranted distor- 
tions. Diversified theoretical frames of reference 
have certain advantages that far outweigh any prob- 
lems of communication that will result. I think 
multiple theoretical approaches permit a more criti- 
cal evaluation of empirical data and promote more 
original and creative research than is possible under 
a premature unified theoretical approach in which 
conflicting and divergent frames of reference are 
artificially compressed. 

One of the main criticisms that can be leveled at 
most present-day theories of human behavior is 
that their constructs are so abstract that they seem 
to have little relationship to the data upon which 
they are presumably based. This unfortunate situa- 
tion is magnified many time in this volume. Here 
there are a group of people from many and varied 
disciplines, attempting to develop concepts that 
would be acceptable and meaningful to each. These 
concepts become so abstract that they are mean- 
ingless; so that one can attribute any interpretation 
or value to them that he desires. 


Such a theory, instead of promoting inter- 
disciplinary communication, has simply permitted 
individuals with different frames of reference to use 
the same words. It was interesting to me that those 
discussants in the volume who were most preoc- 
cupied with communication became so abstract that 
they communicated the least. 

Jurgen Ruesch, in the introduction, makes the 
following poignant observation: “With the growth 
of institutional-managerial-political aspects of sci- 
entific exploration and the unavoidable increase in 
red tape, science became detached from it original 
calling: to search for truth and gather informa- 
tion.” However, Dr. Ruesch’s participation in a 
conference that is motivated to arrive at a unified 
theory of behvaior in which varied and disparate data 
could be tailored, seems in marked contrast to the 
timely observation that he made in the introduction. 
Perhaps this is an undue concern on my part, be- 
cause certainly at our present stage of knowledge 
concerning human behavior any unified theory will 
have such abstract concepts, as the writing in this 
volume only so well demonstrates, that any worker 
in the field can adhere to whatever theoretical frame 
of reference he desires, so long as he uses the right 
words. 

A. H. M. D., 
St. Elizabeths Hospital, 
Washington, D. C. 


Group Processes. Transactions of the Second Con- 
ference. Edited by Bertram Schaffner, M.D. 
(New York: The Josiah Macy, Jr. Foundation, 
1956, 254 pp. $3.50.) 


The various Josiah Macy, Jr. publications of 
transactions of conferences sponsored by the Foun- 
dation need no introduction. In published form, 
the transactions, be they from a conference on 
cybernetics, child psychiatry, or group processes, 
usually emerge as highly specialized and stimulat- 
ing dialogues in the manner of Plato, in which 
personal asides and remarks meaningful only to 
the participating in-group are interspersed with 
valuable technical information. 

The Second Conference on Group Process offers 
two articles dealing with the currently popular ani- 
mals-to-humans analogy: “Social Structure Among 
Penguins,” by William J. L. Sladen; and “Neonate- 
Mother Relationship in Goat and Man,” by Helen 
Blauvelt. These are followed by “Kinesic Analysis 
of Filmed Behavior of Children,” by Ray L. Bird- 
whistell, and a fascinating and baffling article by 
Gregory Bateson, “The Message ‘This is Play,” 
in which the category distinctions of Wittgenstein 
are used to illuminate the observed behavior of 
monkeys. 

The table of contents lists each article as being 
followed by a ‘Group Interchange.’ There is no en- 
lightening message, however, to indicate that the 
group post-mortems of the articles offered are, in 
truth, plays within the play. These interchanges, 
nevertheless, make the Macy series both provoca- 
tive and unique in the field of scientific reporting. 
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A 


Abnormal Personality. 2nd Ed. (R.); Robert W. 
White, 862, March ’57. 
Academic Lecture: 

The Academic Lecture: The Great Psychiatric 
Revolution; Percival Bailey, 387, Nov. ’56. 

The Academic Lecture (Ed.), 473, Nov. ’56. 

The Academic Lecture (Corr.), 844, Mar. ’57. 

Accident Proneness: Personal and Interpersonal 
Factors in Motor Vehicle Accidents; John J. 
Conger, 1069, June ’57. 

Addiction: 

Management of the Narcotic Addict in an Out- 
patient Clinic; Benjamin Boshes, 158, Aug. ’56. 

The Drug Addict As A Patient (R.); Marie 
Nyswander, 1053, May ’57. 

A Suggested Approach to the Problem of Narcotic 
Addiction; Herbert A. Raskin, 1089, June ’57. 

Adler: The Individual Psychology of Alfred Adler 
(R.) ; Heinz and Rowena Ansbacher, 960, April 
"57. 

Administrative Psychiatry: 

Administrative Psychiatry (Review of Psychi- 
atric Progress, 1956); Winfred Overholser, 
645, Jan. 

A Medical Audit Plan For Psychiatric Hospi- 
tals; Lee G. Sewall, 122, Aug. ’56. 

The Role of the Administrative Psychiatrist in 
Intensive Psychotherapy in a Mental Hospi- 
tal; J. Martin Myers, Jr., 71, July '56. 

Effect of Chlorpromazine and Reserpine on 
Budgets of Mental Hospitals (A.N.); Werner 
Tuteur, 657 Jan. ’57. 

Age: See Geriatrics. 

Agranulocytosis : 

Recurrent Thorazine Induced Agranulocytosis 
(C.N.); Benjamin Pollack, 557, Dec. ’56 

A Case of Fatal Agranulocytosis Due to Chlor- 
promazine (C.R.); Werner Tuteur, 76, July 


SUBJECT INDEX 


Fatal Agranulocytosis During Treatment with 
Pacatal (C.R.); Paul E. Feldman, 842, Mar. 
'57: 


Alcoholism : 


Alcoholism (Review of Psychiatric Progress, 

1956), Karl M. Bowman, 626, Jan. '57. 

The Nature and Significance of Brain Damage 
From Alcoholism; Frederick Lemere, 361, Oct. 
56. 

Comparative Study of Treatment Methods : for 
Chronic Alcoholism: The Alcoholism Research 
Project at Winter VA Hospital; Robert S. 
Wallerstein, 228, Sept. ’56. 

Alcoholism—It's Psychology and Cure (R.); 
Frederick B. Rea, 575, Dec. '56. 

Effects of Alcohol on the Nervous System of 
Man (R.); Cyril B. Courville, 574, Dec. ’56. 
Electroencephalographic Changes Associated With 
Chronic Alcohol Intoxication and the Alcohol 
Abstinence Syndrome; Abraham Wikler, 106, 

Aug. '56. 

Rauwiloid Therapy in Alcoholism; Joseph Thi- 
mann, 694, Feb. '57. 

Alzheimer: Senesecence, Senility, and Alzheimer’s 
Disease; Naomi Raskin, 133, Aug. '56. 

American Board of Psychiatry and Neurology, Inc., 
90, July '56; and 1123, June '57 

American Psychiatric Association: 

The Chicago Meeting (Fd.); William Malamud, 
83, July ’s6. 

Proceedings of The American Psychiatric As- 
sociation. The One-Hundred and Twelfth 
Annual Meeting, Chicago, IIl., 1956; 258, Sept. 

Proposed Amendments to Constitution and By- 
Laws; 179, Aug. '56. 

The Second Divisional Meeting of the A.P.A., 
660, Jan. 

American Psychiatry, Ways of; Jose S. Rocha, 
548, Dec. ’56. 
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Animal Experiments: 

Experimental Aspects of Anxiety; David Mck. 
Rioch, 435, Nov. 56. 

Expression of the Emotions in Man and Animals 
(R.); Charles Darwin, 92, July ’56. 

Anthropology : 

Cultural Anthropology and Social Psychiatry; 
Marvin K, Opler, 302, Oct. ’56. 

Dictionary of Anthropology (R.); Charles Win- 
ick, 1051, May ’57. 

Anxiety : 

Fear and Anxiety in the Course of Electroshock 
Therapy; Alfred Gallinek, 428, Nov. ’56. 

Experimental Aspects of Anxiety; David Mck. 
Rioch, 435, Nov. ’56. 

Psychosomatic Approach to Anxiety; Roy R. 
Grinker, 443, Nov. ’56. 

Anxiety Problems with Cultural Settings; Ken- 
neth FE. Appel, 526, Dec. ’56. 

Aortic Aneurysm: Electroshock Therapy and 
Aortic Aneurysm (C.R.); Jack A. Wolford, 
656, Jan. 

Asclepiades. His Life and Writing (R.); Robert 
Montraville Green, 957, April ’57. 

Ataraxics : 

Ataractics in Private Practice (Corr.) ; 80, July 
"56. 

The Ataractic Drugs: The Present Position of 
Chlorpromazine, Frenquel, Pacatal, and Re- 
serpine in the Psychiatric Hospital; H. Angus 
sowes, 530, Dec. ’56. 

Physiological Treatment (Review of Psychiatric 
Progress, 1956) ; Joseph Wortis, 611, Jan. ’57. 

Cetadiol : 

New Steroid Hormone Tranquilizing Agent 
(Cetadiol) (C.N.); Frederick Lemere, 930, 
April ’57. 

Chlorpromazine : 

An Appraisal of Chlorpromazine. General 
Principles for Administration of Chlorpro- 
mazine, Based on Experience with 1,090 Pa- 
tients; N. William Winkelman, Jr., 961, 
May ’57. 

The Ataractic Drugs: The Present Position of 
Chlorpromazine, Frenquel, Pacatal, and 
Reserpine in the Psychiatric Hospital; H. 
Angus Bowes, 530, Dec. '56. 

Chlorpromazine and Chronic Neurotic Ten- 
sion, Julius Merry; R. A. Pargiter, and H. 
Munro, 988, May '57. 

Chlorpromazine and Mental Health (R.); 
Smith, Kline and French Symposium, 767, 
Feb. '57. 

Chlorpromazine in the Treatment of Mental 
Illness. IV: Final Results with Analysis of 
Data on 1,523 Patients; Herman C. B. Den- 
ber and Etta G. Bird, 972, May ’57. 

A Clinical Evaluation of Chlorpromazine Ther- 
apy in Chronic Schizophrenics (C.N.); 
Maurice Pachter, 931, April ’57. 

A Controlled Clinical Psychiatric Study of the 
Drug Chlorpromazine (C.N.); James J. 
Gibbs, 254, Sept. 56. 

Depression Treated With Chlorpromazine and 
Promethazine (C.N.) ; Joseph A. Barsa, 744, 
Feb. °57. 


Effect of Chlorpromazine and Reserpine on 
Budgets of Mental Hospitals (A.N.); Wer- 
ner Tuteur, 657, Jan. ’57. 

A Simple Test for the Detection of Chlorpro- 
mazine in Urine (C.N.); Fred M. Forrest, 
931, April ’57. 

Thorazine and Serpasil Treatment of Private 
Neuropsychiatric Patients; Frank J. Ayd, 
Jr., 16, July ’56. 

Treatment of Hyperkinetic Emotionally Dis- 
turbed Children with Prolonged Administra- 
tion of Chlorpromazine, Herbert Freed, 22, 
July ’56. 

A Two-Year Evaluation of Chlorpromazine in 
Clinical Research and Practice; Sidney 
Malitz, 540, Dec. ’56. 

Promazine: 

Clinical Evaluation of Two Phenothiazine 
Compounds: Promazine and Mepazine; L. H. 
Rudy, H. E. Himwich, and D. C. Tasher, 979, 
May ’57. 

Epileptiform Seizures Under Promazine Ther- 
apy (C.R.); George E. Voegele, 655, Jan. 
"57. 

An Evaluation of Promazine Hydrochloride in 
Psychiatric Practice, Stanley Lesse, 984, 
May '57. 

Promazine in Chronic Schizophrenic Patients 
(C.N.); Joseph A. Barsa, 654, Jan. ’57. 

Promethazine : 

Clinical Observations on the Use of Prometha- 
zine Hydrochloride in Psychiatric Disorders ; 
H. J. Erwin, 783, Mar. ’57. 

Depressions Treated With Chlorpromazine and 
Promethazine (C.N.) ; Joseph A. Barsa, 744, 
Feb. ’57. 

Thorazine: 

Thorazine and Serpasil Treatment of Private 
Neuropsychiatric Patients; Frank J. Ayd, 
Jr., 16, July ’56. 

Fatalities : 

Agranulocytosis in Patients Treated with 
Thorazine: Report of a Fatal Case; Naomi 
Raskin, 991, May '57. 

A Case of Fatal Agranulocytosis Due to Chlor- 
promazine (C.R.); Werner Tuteur, 76, July 
56. 

Death Occuring During Combined Reserpine- 
Electroshock Treatment: (C.R.), S. Bracha 
and J. Ph. Hes, 257, Sept. ’56. 

Fatal Agranulocytosis During Treatment with 
Pacatal (C.R.); Paul E. Feldman, 842, Mar. 
"57. 

An Unusual Death Associated with Tran- 
quilizer Therapy (C.R.); Paul E. Feldman, 
1033, May ’57. 

Frenquel : 

The Ataractic Drugs: The Present Position of 
Chlorpromazine, Frenquel, Pacatal, and 
Reserpine in the Psychiatric Hospital; H. 
Angus Bowes, 530, Dec. ’56. 

Azacyclonol (Frenquel) in the Treatment of 
Chronic Schizophrenics: (C.N.); Joseph A. 
Barsa, 255, Sept. ’56. 
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Chemotherapeutic Trials in Psychosis: 1. 
Frenquel and Pilocarpine; William J. Turner, 
248, Sept. ’56. 

Clinical Evaluation of Meratran and Frenquel 
on a Chronic Psychotic Population; Burton 
S. Rosner, 933, May ’57. 

The Effects of Frenquel Upon Chronic Dis- 
turbed Patients (C.N.); Ernestine C. Peak, 
653, Jan. 57. 

Failure of Azacyclonol (Frenquel) to Relieve 
Non-Experimental Mental Confusion and 
Hallucinations (C.N.); Frederick Lemere, 
840, Mar. 

Frenquel (Corr.); 470, Nov. ’56. 

Meprobamate : 

A Clinical Evaluation of Meprobamate Ther- 
apy in a Chronic Schizophrenic Population ; 
Kenneth Tucker, 698, Feb. ’57. 

Pacatal : 

The Ataractic Drugs; The Present Position of 
Chlorpromazine, Frenquel, Pacatal, and 
Reserpine in the Psychiatric Hospital; H. 
Angus Bowes, 530, Dec. ’56. 

Pacatal (Corr.); 565, Dec. ’56. 

Pacatal (C.N.) ; Manfred Braun, 838, Mar. ’57. 

Reserpine : 

The Ataractic Drugs: The Present Position 
of Chlorpromazine, Frenquel, Pacatal, and 
Reserpine in the Psychiatric Hospital; H. 
Angus Bowes, 530, Dec. ’56. 

Cerebellar Involvement During Reserpine Ther- 
apy (C.R.); Stephen B. Payn, 75, July 56. 

Effect of Chlorpromazine and Reserpine on 
Budgets of Mental Hospitals (A.N.); Wer- 
ner Tuteur, 657, Jan. ’57. 

Rauwiloid Therapy in Alcoholism; Joseph 
Thimann, 604, Feb. ’57. 

Reserpine and Lobotomy (Corr.); 936, April 
"57. 

Thorazine and Serpasil Treatment of Private 
Neuropsychiatric Patients; Frank J. Ayd, 
Jr., 16, July ’56. 

Ritalin : 

Methyl-Phenidylacetate Hydrochloride (Rita- 
lin) in the Treatment of Chronic Schizo- 
phrenic Patients; Blaine Carey, 546, Dec. 
56. 

Side Effects: 

Acute Chlorpromazine Poisoning (C.R.); 
Arthur S. Samuels, 746, Feb. ’57. 

Complications of Chlorpromazine Therapy; 
Irvin M. Cohen, 115, Aug. °56. 

Depression Induced by Rauwolfia Compounds 
(Ed.); Titus H. Harris, 950, April '57. 
Gastro-Intestinal Hemorrhage as a Complica- 
tion of Reserpine Administration (C.R.) ; 

Dolores Dillon, 462, Nov. ’56. 

Near Fatality with Combined ECT and Reser- 
pine (C.R.) ; Robert .W. Bross, 933, April ’57. 

Occurrence of Jaundice Amongst 3,800 Thora- 
zine. Treated Patients (C.N.); Benjamin 
Pollack, 1115, June '57. 

Protection Against Reserpine-Induced “Park- 
insonism” (C.N.); Harold A. Rashkis, 1116, 
June '57. 


Pseudo-Tabes Syndrome as Complication of 
Tranquilizer Drug Therapy (C.R.); Theo 
dore R. Robie, 463, Nov. '56 

Reactions with Drug Therapy (R.); Harry | 
Alexander, 575 Dec. '56. 

Recurrent Thorazine Induced Agranulocytosis 
(C.N.); Benjamin Pollack, 557, Dec. '56. 
Untoward Reactions to Tranquilizing Drugs 
(C.N.); David W. Wardell, 745, Feb. '57. 

Aviation: 
Fear of Flying in Korea; Clinton E. Tempereau, 

218, Sept. ’56. 


B 


Bailey, Dr. Percival: Introduction of 1956 Aca- 
demic Lecturer; Francis J. Gerty, 385, Nov. 

Biochemistry : 

Biochemistry (Review of Psychiatric Progress, 
1956) ; Orthello R. Langworthy, 597, Jan. ’s57. 

Metabolic and Toxic Diseases of the Nervous 
System. (R.) Proceedings of the Association 
for Research in Nervous and Mental Disease. 
Vol. 32, 278, Sept. '56. 

Book Reviews: 

Abt, Lawrence E.: See Brower, Daniel, jt. ed. 

Ackerknecht, Erwin H., and Vallois, Henry V.: 
Franz Joseph Gall, Inventor of Phrenology, 
and His Collection, 864, Mar. '57. 

Ackerknecht, Erwin H.: A Short History of 
Medicine, 671, Jan. ’57. 

Alexander, Franz: Psychoanalysis and Psycho 
therapy (R.), 1052, May ‘57. 

Alexander, Harry L.: Reactions with Drug Ther- 
apy, 575, Dec. ’56. 

Ansbacher, Heinz; and Ansbacher, Rowena, Eds: 
The Individual Psychology of Alfred Adler, 
960, April ’57. 

Arieti, Silvano: Interpretation of Schizophrenia, 
380, Oct. '56. 

Arlow, Jacob.: The Legacy of Sigmund Freud, 
April ’57. 

Bailey, Percival: See MacKay, Roland P., jt. ed. 

Bash, K. W.: Lehrbuch der Allgemeinen Psycho- 
pathologie : Grundbegriffe und Klinik, 478, Nov. 

van den Berg, J. H.: The Phenomenological Ap- 
proach to Psychiatry, 284, Sept. 56. 

— Bruno: Truants from Life, 283, Sept. 
56. 

Blanchard, Paul: The Right to Read, 279, Sept. 

De Boor, Wolfgang: Pharmakopsychologie und 
Psychopathologie, 864, Mar. '57 

Boucher, C. A. and Associates: Old Age in the 
Modern World, 95, July '56. 

Brower, Daniel; and Abt., Lawrence E., eds.: 
Progress in Clinical Psychology. Vol. 2, 383, 
Oct. '56. 

Brown, Esther, Lucile: See Greenblatt, Milton 
jt. auth. 

Burt, Sir Cyril: The Subnormal Mind, 380, Oct. 
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Caplan, Gerald: Emotionai Problems of Early 
Childhood, 285, Sept. ’56. 

Cleckley, Hervey: The Mask of Sanity, 92, July 
56, 

Corrin, K. M.: See McCarthy, D. J., jt. auth. 

Courville, Cyril B.: Effects of Alcohol on the 
Nervous System of Man, 574, Dec. ’56. 

Cowan, Cordelia M., ed.: The Yearbook of 
Modern Nursing, 1956, 766, Feb. ’57. 

Cruze, Wendell W.: Psychology in Nursing, 280, 
Sept. ’56. 

Darwin, Charles: Expression of the Emotions in 
Man and Animals, 92, July ’56. 

Davidson, Henry A.: Handbook of Parliamentary 
Procedure, 575, Dec. '56. 

Davies, John D.: Phrenology, Fad and Science, 
478, Nov. '56. 

DeLay, J.; Pichot, P.; Lemperiere, T., and 
Perse, J.: Le Test de Rorschach et la Person- 
nalité Epilepique, 477, Nov. ’56. 

DeLay, J.: Pichot, P., and Perse, J. Methodes 
Psychométriques en Clinque: Tests Mentaux 
et Interpretation, 571, Dec. ’56. 

Deutsch, Albert: The Trouble with Cops, 859, 
Mar. ’57. 

Deutsch, Felix and Murphy, William: The Clini- 
cal Interview, 95, July ’56. 

Dorcus, Roy M.: Hypnosis and Its Therapeutic 
Applications, 863, Mar. ’57. 

Eaton, Joseph W.; and Weil, Robert J.: Culture 
and Mental Disorders, 1130, June ’57. 

Eissler, K. R.: The Psychiatrist and the Dying 
Patient, 762, Feb. '57. 

English, O. Spurgeon, and Pearson, G. H. J.: 
Emotional Problems of Living, 765, Feb. '57. 

Evaluation in Mental Health: 768, Feb. ’57. 

Freud, Sigmund: The Interpretation of Dreams ; 
959, April ’57. 

Fromm-Reichmann, Frieda; and Moreno, J. L. 
Fds.: Progress in Psychotherapy, 1956, 959, 
April ’57. 

Gawel, Mary Ladd: See Perry, Helen Swick, jt. 
auth. 

Gesell, Arnold, and Ames, Louis B.: Youth: 
The Ages from Ten to Sixteen, 860, Mar. ’57. 

Glees, Paul: Neuroglia: Morphology and Func- 
tions, 381, Oct. ’56. ; 

Gorman, Mike: Every Other Bed, 762, Feb. ’57. 

Gray Kenneth George: Law and the Practice of 
Medicine, 764, Feb. ’57. 

Green, Robert Montraville; Asclepizades: His 
Life and Writing, 957, April ’57. 

Greenblatt, Milton; York, Richard H.; Brown, 
Esther, Lucile in collaboration with Hyde, 
Robert W., From Custodial to Therapeutic 
Patient Care in Mental Hospitals, 277, Sept. 
"56. 

Grinker, Roy R., ed: Toward a Unified Theory 
of Human Behavior, 1132, June ’57. 

Hamilton, W. J., ed.: Textbook of Human 
Anatomy, 1131, June '57. 

Heath, Robert G., ed.: Studies in Schizophrenia : 
A Multidisciplinary Approach to Mind-Brain 
Relationships, 383, Oct. ’56. 

Homburger, Freddy: The Medical Care of the 
Aged and Chronically Ill, 862, Mar. '57. 


Horder, Lord., ed.: The British Encyclopaedia 
of Medical Practice: Medical Progress 1955, 
480, Nov. '56. 

Hyde, H. Montgomery, Ed.; The Three Trials 
of Oscar Wilde, 957, April ’57. 

Hyde, Robert W.: See Greenblatt, Milton, jt. 
auth. 

Johnson, Wendell, and Leutenegger, Ralph R., 
eds.: Stuttering in Adults and Children, 670, 
Jan. ’57. 

Jones, Ernest: The Life and Works of Sigmund 
Freud, Vol. 2, 1047, May ’57. 

J. A. M. A.: Clinical Abstracts of Diagnosis and 
Treatment, 191, Aug. ’56. 

Jung, C. G., and Pauli, W.: The Interpretation 
of Nature and the Psyche, 660, Jan. ’57. 

Kehrer, Hans E.: Der Hydrocephalus Internus 
und Externus, 191, Aug. ’56. 

Kentucky Symposium: Learning Theory, Per- 
sonality Theory and Clinical Research, 280, 
Sept. ’56. 

Kepart, Newell C.: See Strauss, Alfred A., jt. 
auth. 

De Kok, Winfred: You and Your Child, 95, 
July 

Kolle, Kurt: Der Wahnkranke Im Lichte Alter 
Und Neuer Psychopathologie, 1129, June '57. 
Kolle, Kurt: Grosse Nervenartzte, 861, Mar. ’57. 
Kraut, Maunce H.: Psychiatry and the Public 

Interest (R.), 1054, May ’57. 

Krieg, J. S.: Brain Mechanisms in Diachrome, 
94, July ’56. 

Lape, Esther Everett: Medical Research: A 
Midcentury Survey, Vols. 1 & 2, 1049, May ’57. 

Laughlin, Henry P.: The Neuroses in Clinical 
Practice, 277, Sept. ’56. 

Lemkau, Paul V.: Mental Hygiene in Public 
Health, 281, Sept. '56. 

Lemperiere, T.: See Delay, J., jt. auth. 

Levy, Anna Judge Veters: Other People’s Chil- 
dren, 1054, May '57. 

Lilienfeld, Abraham H.: See Rogers, Martha F., 
jt. auths. 

Linton, Ralph: Culture and Mental Disorders, 
284, Sept. 

MacKay, Roland P.; Wortis, Bernard S.; and 
Bailey, Percival, eds.: Year Book of Neurol- 
ogy, Psychiatry and Neurosurgery, 574, Dec. 
56. 

MacKay, Roland P.; Wortis, Bernard S.; and 
Bailey, Percival, eds.: Year Book of Neurol- 
ogy, Psychiatry, and Neurosurgery, 235, Oct. 
"56. 

McAuley, W. F.: The Concept of Schizophrenia, 
382, Oct. 

McCarthy, D. J. and Corrin, K. M.: The Medi- 
cal Treatment of Mental Disease, 381, Oct. ’56. 

Modell, Walter: The Relief of Symptoms, 858, 
Mar. ’57. 

Monroe, Ruth L.: Schools of Psychoanalytic 
Thought, 192, Aug. ’56. 

Moreno, J. L.: See Fromm-Reichmann, Frieda, 
jt. auth. 
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Mouchet, Enrique: Tratado de las Pasiones, 765, 
Feb. 

Murphy, William: See Deutsch, Felix, jt. auth. 

Nyswander, Marie: The Drug Addict As A Pa 
tient, 1053, May ’57. 

O'Connor, Cecilia M.: See Wolstenholme, 
G.E.W., jt. eds. 

Pasamanick, Benjamin: Sce Rogers, Martha E., 
jt. auths. 

Patrick,, Catherine: What is Creative Think- 
ing? 92, July ’56. 

Pauli, W.: See Jung, C. G., jt. auth 

Pearson, G. H. J.: See English, O. Spurgeon, jt. 
auths. 

Pelt, S. J. van: Hypnotic Suggestion, 284, Sept. 

Perry, Helen Swick; Gawel, Mary Ladd; and 
Gibbons, Martha, Eds.: Harry Stack Sullivan: 
Clinical Studies in Psychiatry, 1131, June ’57. 

Perse, J.: See DeLay, J., jt. auth. 

Pichot, P.: See DeLay, J., jt. auth. 

Pieraccini, Arnaldo: Manuale di Neurologia per 
Studenti e Medici Practici, 93, July ’56. 

Proceedings of the Association for Research in 
Nervous and Mental Disease, Volume 32: 
Metabolic and Toxic Diseases of the Nervous 
System, 278, Sept. ’56. 

Rea, Frederick B.: Alcoholism: Its Psychology 
and Cure, 575, Dec. ’56. 

Redfield, Robert: The Little Community, 283, 
Sept. ’56. 

Roback, A. A., ed.: Present Day Psychology, 
767, Feb. ’57. 

Rogers, Martha E., Lilienfeld, Abraham M., and 
Pasamanick, Benjamin: Prenatal and Para- 
natal Factors in the Development of Child- 
hood Behavior Disorders, 857, Mar. ’57. 

Rubino, Agostino: Diagnostica Psichiatrica, 672, 
Jan. ’57. 

Schaffner, Bertram, ed.: Group Processes, 1132, 
June ’57. 

Schneider, Kurt: Klinische Psychopathologie, 
286, Sept. 

Schrever, Daniel Paul: Memoirs of My Nervous 
Illness, 190, Aug. ’56. 

Schwartz, Morris S.; and Shockley, Emmy Lan- 
ning; The Nurse and the Mental Patient, 1052, 
May ’57. 

Selye, Hans; and Heuser, Gunnar, eds.: Fifth 
Annual Report on Stress, 383, Oct. ’56. 

Shockley, Emmy Lanning: See Schwartz, Morris 
S., jt. auth. 

Siebenthal, W. V.: Schuldgefuehl Und Schuld 
Bei Psychiatrishen Erkrankungen, 1056, May 
57. 

Smith, Kline, and French Symposium: Chlor- 
promazine and Mental Health, 767, Feb. ’57. 
Steinfeld, Julius I.: A New Approach to Schizo- 

phrenia, 768, Feb. ’57. 

Stourzh-Anderle, Helene: Sexuelle Konstitution, 
95, July 

Strauss, Alfred A.; and Kephart, Newell C., Psy- 
chopathology and Education of the Brain-In- 

jured Child. Volume II, 281, Sept. '56. 


Strunk, Fred: An Inventory of Social and 

Economic Research, 572, Nov. '56. 

Terhune, William B.: Emotional Problems and 

What You Can Do About Them, 93, July ‘56 

Tow, Macdonald, P.: Personality Changes Fol- 
lowing Frontal Leucotomy: A Clinical and Ex- 
perimental Study of the Functions of the 

Frontal Lobes in Man, 571, Dec. ‘56. 

Trostdorf, Erich: Die Kausalgie, 861, Mar. °57. 
Tubery, Pierre: La Readaptation Professionelle 

des Lobotomises, 858, March '57. 

Valentine Max: An Introduction to Psychiatry, 

480, Nov. ’56. 

Wallin, J. E. Wallace: Education of Mentally 

Handicapped Children, 1051, May ’57. 

Weil, Robert J.: See Eaton, Joseph W., jt. auth. 
Weininger, Otto: Sex and Character, 766, Feb. 

Wells, Henry W.: Poet and Psychiatrist: A 
Critical Portrait of Merrill Moore, 94, July '56. 

White, Robert W.: The Abnormal Personality, 
862, Mar. '57. 

Wieck, Hans Heinrich: Zur Psychologie und 
+ ren der Erinnerungen, 192, Aug. 
"56. 

Winick, Charles: Dictionary of Anthropology 
(R.), 1051, May ’57. 

Wolstenholme, G. E. W., and O'Connor, Cecilia 
M., eds.: Histamine, 672, Jan. ’57. 

Wortis, Bernard S.: See MacKay, Roland P., jt. 
ed. 

York, Richard H.: See Greenblatt, Milton, jt. 
auth. 

Brain Diseases and Damage: See Neuropathology. 
Brigham, Amariah, II: Psychiatric Thought and 
Practice; Eric T. Carlson, 911, April '57. 
Bromide Intoxication, Some Observations of a 

Case of, Undergoing Hemodialysis (C.R.); 
Joseph S. Costa, 1031, May ’57. 
British Encyclopedia of Medical Practice: Medical 
Progress, 1955 (R.); Lord Horder, 480, Nov. 
Butler Hospital, The Reopening of (Fd.) ; R. Hyde, 
1122, June ’57. 


Cardiovascular : 

Psychophysiological Investigations in Cardio- 
vascular Stress; A. J. Silverman, 691, Feb. '57. 

Electrocardiographic Indices of Emotional Stress ; 
Bernard Weiss, 348, Oct. ’56. 

Censorship : 

The Right to Read (R.); Paul Blanchard, 279, 

Sept. ’56. 
Chemotherapy : 

Chemotherapeutic Trials in Psychosis: I. Fren- 
quel and Pilocarpine; William J. Turner, 248, 
Sept. '56. 

A Comparative Study of Two Central Nervous 
System Stimulants, Mer-22 and S.K.F. #5, 
on Chronic, Blocked and Withdrawn Psychotic 
Patients (C.N.); F. Hagenauer, 840, Mar. ’57. 
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An Early Neuro-Drug Experimenter: Alexander 
Monro II (1733-1817) (H.N.) ; Ernest Harms, 
465, Nov. '56. 

Intrathecal Administration of Hyaluronidase: 
Effects upon the Behavior of Patients Suffer- 
ing from Senile and Arteriosclerotic Behavior 
Disorders; D. Ewen Cameron, 893, April ’57. 

Neuropharmacology (R.) ; Harold A. Abramson, 
283, Sept. ’56. 

On Going Berserk: A Neurochemical Inquiry ; 
Howard D. Fabing, 409, Nov. ’56. 

Pharmakopsychologie und Psychopathologie 
(R.) ; Wolfgang De Boor, 864, March ’57. 

Psychotomimetics, Clinical and Theoretical Con- 
siderations: Harmine, Win-2299 and Nalline; 
Harry H. Pennes, 887, April ’57. 

Some Hypotheses Concerning the Role of Sym- 
pathomimetic Amines in Psychiatric Condi- 
ticns ; Solomon Garb, 740, Feb. ’57. 

Child Psychiatry & Childhood Problems : 

An Inpatient Psychiatric Service for Children in 
the Teaching Hospital; Reynold A. Jensen, 
728, Feb. '57. 

Child Psychiatry and Mental Deficiency (Review 
of Psychiatric Progress, 1956); Leo Kanner, 
617, Jan. '57. 

Some Factors in the Emotional Reaction of 
Children to Disaster; Donald A. Bloch, 416, 
Nov. ’56. 

The Emotional Block (Ed.); Leo Kanner, 181, 
Aug. '56. 

Treatment of Hyperkinetic Emotionally Disturbed 
Children with Prolonged Administration of 
Chlorpromazine; Herbert Freed, 22, July ’56. 

Prenatal and Paranatal Factors in the Develop- 
ment of Childhood Behavior Disorders (R.) ; 
Martha E. Rogers, 857, March ’57. 

Psychopathology and Education of the Brain- 
Injured Child, Vol. II (R.); Alfred A. Strauss, 
281, Sept. ’56. 

Emotional Problems of Early Childhood (R.) ; 
Gerald Caplan, 285, Sept. ’56. 
Other People’s Children (R.); 
Veters Levy, 1054, May ’57. 
Chlorpromazine: See Ataraxics. 

Chronic Patient: 

Failures in Psychiatry: The Chronic Hospital 
Patient; Norman C. Morgan, 824, Mar. ’57. 
Chronic Mental Patients Reaction to Opening 
Their Ward (C.N.); Dorothy Scott, 366, Oct. 

"56. 

Motivation of the Chronic Mental Patient; Peter 
A. Peffer, 55, July '56. 

Chronotaraxis: Thalamic Chronotaraxis ; 
Spiegel, 97, Aug. '56. 
Clinical Psychiatry : 

On The Appraisal of Clinical Data (Corr.), 368, 
Oct. '56. 

A Two-Year Evaluation of Chlorpromazine in 
Clinical Research and Practice; Sidney Malitz, 
540, Dec. ’56. 

The Clinical Interview, Vol. 1: Diagnosis (R.) ; 
Felix Deutsch and William F. Murphy, 95, 
July ’56. 


Anna Judge 


E. A. 


A Controlled Clinical Psychiatric Study of the 
Drug Chlorpromazine (C.N.) ; James J. Gibbs, 
254, Sept. ’56. 

Comic Cartoons : 

The Use of Comic Cartoons for the Study of 
Social Comprehension in Schizophrenia; Rita 
Senf, 45, July ’56. 

Community Mental Health: 

Evolution of Community Mental Health Con- 
cepts; Robert H. Felix, 673, Feb. ’57. 

Further Report on Experimental Evaluation of 
Mental Hygiene Techniques in School and 
Community ; Benjamin H. Balser, 733, Feb. ’57. 

The Little Community. Viewpoints for the Study 
of a Human Whole (R.) ; Robert Redfield, 283, 
Sept. ’56. 

Mental Hygiene in Public Health. and ed. (R.) ; 
Paul V. Lemkau, 281, Sept. ’56. 

The New York State Community Mental Health 
Services Act: Its Birth and Early Develop- 
ment; Robert C. Hunt, 680, Feb. ’57. 

The Operations of the New York State Com- 
munity Mental Health Services Act in New 
York City; Paul V. Lemkau, 686, Feb. ’57. 

The Urban Life and Mental Health; Thomas 
A. C. Rennie, 831, Mar. ’57. 

Comparative Psychiatry and Tropical Psychia- 
try; Eric Berne, 193, Sept. 56. 

Convulsive Disorders: 

Epilepsy (Review of Psychiatric Progress, 1956) ; 
Elizabeth G. French, 629, Jan. ’57. 

Seizures and the Menstrual Cycle; Bernard Band- 
ler, 704, Feb. '57. 

Diurnal Rhythm in Epilepsy: Max Levin, 243, 
Sept. ’56. 

Epileptiform Seizures Under Promazine Therapy 
(C.R.) ; George E. Voegele, 655, Jan. ’57. 

Le Test de Rorschach et al Personalite Epilep- 
tique (R.); J. DeLay (R.) ; 477, Nov. ’56. 

Creative Thinking: What is Creative Thinking? 
(R.); Catherine Patrick, 92, July ’56. 


D 


Davies, Austin, M.: Our Business Manager (Ed.) ; 
1040, May ’57. 

Davies, Austin M.: Twenty-Five Years of Service 
(Corr.) ; Dunton, Wm. Rush, 1038, May ’57. 

Delinquents, The Control of Acting Out in the 
Psychotherapy of; Maurice Kaplan, 1108, 
June ’57. 

Delirium: Spatial Disorientation in Delirium; Max 
Levin, 174, Aug. ’56. 

Diabetes: ECT As A Life-Saving Procedure in a 
Patient Suffering from Diabetes Millitus, Un- 
controllable, Due to a Paranoid Psychosis 
(C.R.); A. Leonard Abrams, 564, Dec. ’56. 

Diagnostica Psichiatrica (R.); Agostino Rubino, 
672, Jan. ’57. 

Disaster Reaction: Some Factors in the Emotional 
Reaction of Children To Disaster; Donald A. 
Bloch, 416, Nov. ’56. 

Drugs & Drug Therapy: See Ataraxics. 

Drug Therapy Publicity (Corr.) ; 77, July ’56. 

Dunton, W. Rush; Tribute to (Ed.) ; 757, Feb. ’57. 
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E 

EEG: 

Electroencephalographic Changes Associated 
With Chronic Alcohol Intoxication and the 
Alcohol Abstinence Syndrome; Abraham Wik- 
ler, 106, Aug. ’56. 

Electroencephalographic Studies of 1,000 Schizo- 
phrenic Patients; Henry S. Colony, 163, Aug. 

Electroencephalography (Review of Psychiatric 
Progress, 1956) ; W. T. Liberson, 601, Jan. ’57. 

The Use fo Electroencephalography in Differen- 
tiating Psychogenic Disorders and Organic 
Brain Diseases; Philip S. Bergman, 27, July 

Editorial Board; Changes In The; 84, July ’56. 

Electroshock Therapy: See Shock Therapy. 

Epidemiology ; The Usefulness of Ecological Analy- 
sis in Mental Disease Epidemiology; Isabel 
McCaffrey, 1063, June ’57. 

Emotions : 

Emotional Problems And What You Can Do 
About Them (R.); William B. Terhune, 93, 
July ’56. 

Emotional Problems of Living (R.) ; O. Spurgeon 
English and G.H.J. Pearson, 765, Feb. ’57. 

Expression of the Emotions in Man and Animals 
(R.); Charles Darwin, 82, July ’56. 

Tradado de las Pasiones (R.) ; Enrique Mouchet, 
765, Feb. 57. 

Epidemiological Studies of Chronic Frustration- 
Hostility-Aggression States; Frederick C. 
Thorne, 717, Feb. ’57. 

Epilepsy: See Convulsive Disorders. 

Furopean Psychiatry : 

Advances in Management and Treatment in Euro- 
pean Mental Hospitals; Lothar B. Kalinowsky, 
549, Dec. ’56. 

The Spirit of Middle-European Psychiatry Under 
Nazi Domination (Corr.) ; 82, July '56. 

Evaluation in Mental Health. National Advisory 
Mental Health Council (R.) ; 768, Feb. ’57. 

Every Other Bed (R.); Mike Gorman, 762, Feb. 

F 

Failures in Psychiatry: The Chronic Hospital Pa- 
tient; Norman C. Morgan, 824, Mar. ’57. 

Family Relations: 

The Role of the Father in the Family Environ- 
ment of The Schizophrenic Patient ; Theodore 
Lidz, 126, Aug. ’56. 

Family Care and Outpatient Psychiatry (Review 
of Psychiatric Progress, 1956); Walter E. 
Barton, 643, Jan. 57. 

Farrar, C. B., Salute To: 939, April ’57. 

Forensic Psychiatry : 

Forensic Psychiatry (Review of Psychiatric 
Progress, 1956) ; Winfred Overholser, 645, Jan. 
57 

Implications of Durham’s Case; Abe Fortas, 577, 
Jan. ’57. 

Medicolegal Aspects of Transvestism; Karl M. 
3owman, 583, Jan. 

The Minnesota Supreme Court Employs the Dur- 
ham Test (F.N.); Monrad Paulson, 559, Dec. 


An Operational Conception of Criminal Responsi- 
bility; Richard G. Board, 332, Oct. ’56. 
The Three Trails of Oscar Wilde (R.); H. 
Montgomery Hyde, 957, April '57. 
Frenquel: See Ataraxics. 
Freud: 
Colloquium of Freud and Religion (Corr.) ; 934, 
April ’57. 
The Interpretation of Dreams (R); Sigmund 
Freud, 959, April '57. 
The Legacy of Sigmund Freud (R.); Jacob A. 
Arlow, 960, April '57. 
The Life and Work of Sigmund Freud, Vol. 2; 
Ernest Jones, 1047, May ’57. 


G 


Gall, Franz Joseph, Inventor of Phrenology and 
His Collection (R.); Erwin H. Ackerknecht 
and Henry V. Vallois, 864, March ’57. 

Gastro-Intestinal Hemorrhage as a Complication of 
Reserpine Administration (C.R.); Dolores 
Dillon, 462, Nov. 

Gayle, R. Finley, President: 1955-56. A Biographi- 
cal Sketch; Joseph E. Barrett, 8, July 's56. 

General Hospital, Psychiatry in: 

Growth of General Hospital Care of Psychiatric 
Patients; Charles K. Bush, 1059, June ‘57. 

Psychiatric Admissions to a General Hospital 
(C.N.); Robert J. Mearin, 365, Oct. '56. 

Psychiatric Night Treatment Unit in a General 
Hospital; A. E. Moll, 722, Feb. ’s7. 

Genetics: See Heredity and Eugenics. 

Geriatrics and Old Age Problems: 

Geriatrics (Review of Psychiatric Progress, 
1956) ; Karl M. Bowman, 626, Jan. '57. 

Intrathecal Administration of Hyaluronidase: 
Effects upon the Behavior of Patients Suffer- 
ing from Senile and Arteriosclerotic Behavior 
Disorders ; D. Ewen Cameron, 893, April '57. 

The Medical Care of the Aged and Chronically 
(R.); Freddy Homburger, 862, March 's57. 

Old Age in the Modern World (R.); C. A. 
Boucher and Associates, 95, July '56. 

Senescence, Senility, and Alzheimer’s Disease; 
Naomi Raskin, 133, Aug. '56. 

Germany, Letter From; Fritz Douglas Roeder, 506, 
Dec. '56. 

Great Psychiatric Revolution: Academic Lecture 
1956; Percival Bailey, 387, Nov. ’56. 

Dr. Gregg Honored (Fd.), 664, Jan. '57. 

Grosse Nervenartze, 21 Lebensbilder (R.); Kurt 
Kolle, 861, March ’57. 

Group Processes (R); Bertram Schaffner, 1132, 
June ’57. 

Guatemala, Psychiatry in (Corr.) ; 470, Nov. '56. 


H 


Hallucination : 
Failure of Azacyclonol (Frequel) to Relieve Non- 
Experimental Mental Confusion and Hallucina- 
tions (C.N.) ; Frederick Lemere, 840, Mar. 's7. 
Hallucinatory Epilpsy: Complex Hallucinations 
As Focal Seizures; Donald W. Mulder, 1100, 
June ’57. 
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Motor Hallucination: Some Motor Aspects of 

Mentation; Max Levin, 1020, May ’57. 
Heredity and Eugenics: 

Discussion of the Genetics Symposium ; Henry W. 
Brosin, 502, Dec. ’56. 

Discussion of the Genetics Symposium; Bentley 
Glass, 504, Dec. ’56. 

The Genetics of Human Behavior; Franz J. Kall- 
mann, 496, Dec. ’56. 

Genetic Principles in Human Populations; H. J. 
Muller, 481, Dec. ’56. 

Heredity and Eugenics (Review of Psychiatric 
Progress, 1956); Franz J. Kallmann, 595, Jan. 
"57. 

The ‘Molecular Basis of Genetics; Linus Pauling, 
492, Dec. '56. 

Phrenophagia: A Form of Human Artificial 
Selection; J. M. Radzinski, 312, Oct. ’56. 

Histamine: C.1.B.A. Foundation Symposium (R.) ; 
G. E. W. Wolstenholme and Cecilia M. O’Con- 
nor, 672, Jan. 

Historical : 

Amariah Prigham; II: Psychiatric Thought and 
Practice; Eric T. Carlson, 911, April ’57. 

Asclepiades. His Life and Writing. (R.); Rob- 
ert Montraville Green, 957, April '57. 

An Early Neuro-Drug Experimenter: Alexander 
Monro II (1733-1817) (H.N.); Ernest Harms, 
465, Nov. ’56. 

The Early Historians of Psychiatry (H.N.) ; 
Ernest Harms, 749, Feb. ’57. 

Edward Mead and the Second American Psychi- 
atric Journal (H.N.); Eric T. Carlson, 561, 
Dec. '56. 

Emil Kraepelin; Eugen Kahn, 289, Oct. ’56. 

Grosse Nervenartze, 21 Lebensbilder (R.) ; Kurt 
Kolle, 861, March ’57. 

Jauregg, Julius Wagner Von (1857-1957) ; Maxi- 
milian Silbermann, 1057, June ’57. 

Kraepelin, His System and His Influence; Francis 
J. Braceland, 871, April ’56. 

Phrenology, Fad and Science (R.); John D. 
Davies, 478, Nov. ’56. 

Therapeutic Forces in Early American Hospitals ; 
E. D. Bond, 407, Nov. ’56. 

Thomas Sydenham and Psychological Medicine 
(H.N.); Jerome M. Schneck, 1035, May '57. 

Hospital Construction: Preliminary Appraisal of 
Hospital Design; Albert H. Fechner, 211, 
Sept. '56. 

Der Hydrocephalus Internus und Externus (R.); 
Hans E. Kehrer, 191, Aug. ’56. 

Hypnosis: 

Dynamic Hypnotic Age Regression (C.N.); 
Jerome M. Schneck, 178, Aug. ’56. 

Hypnosis and Its Therapeutic Applications (R.) ; 
Roy M. Dorcus, 863, March '57. 

Hypnoptic Suggestion, Its Role in Psychoneu- 
rotic and Psychosomatic Disorders (R.); S. J. 
Van Pelt, 284, Sept. ’56. 

Imagination as a Factor in Hypnosis (C.N.); 
W. Earl Biddle, 267, Oct. 56. 

A Two-Stage Hand Levitation Technique for 
the Induction of Hypnosis (C.N.); Jerome M. 

Schneck, 839, Mar. ’57. 


Hypothalmic Syndrome and Electroshock: Report 
of Vaso-Motor Collapse (C.R.) ; John C. Pol- 
lard, 1119, June '57. 


Industrial Psychiatry : 

Seminars for Executives and Industrial Physi- 
cians; William C. Menninger, 451, Nov. ’56. 

Industrial Psychiatry (Review of Psychiatric 
Progress, 1956) ; Ralph T. Collins, 633, Jan. ’57. 

In Memoriam : 
Thomas A. C. Rennie, M. D., 287, Sept. ’56. 
Esther Loring Richards, M.D.; 576, Dec. ’56. 
Insulin Coma Treatment : 

A Comment on Insulin Coma Therapy in Schizo- 
phrenia: David N. Parfitt, 246, Sept. ’56. 

Insulin Treatment of Psychotic Patients: Com- 
parative Results with Deep-and-Light-Coma 
Treatment ; Lenore Boling, William Ryan, and 
Milton Greenblatt, 1009, May ’57. 

A Comparison of Psychotherapeutic Relation- 
ships Between Physicians and Schizophrenic 
Patients When Insulin is Combined with Psy- 
chotherapy and When Psychotherapy is Used 
Alone; John C. Whitehorn, 910, April '57. 

Interviewing: Sound Recording: Manifest Reac- 
tions of Patients and Interviewers to Use in 
Psychiatric Interview: R. Lamb, 731, Mar. 

International Relations (Ed.); Iago Galdston, 272, 
Sept. ’56. 

The Interpretation of Nature and the Psyche (R.); 
C. G. Jung and W. Pauli, 669, Jan. ’57. 


J 


Jauregg, Julius Wagner Von (1857-1957) ; Maxi- 
milian Silbermann, 1057, June ’57. 


K 


Kahn, Eugen, Salute To (Ed.); F. A. Freyhan, 
1121, June ’57. 

Die Kausalgie. Ein Beitrag zur Frage der Schmer- 
sen bei peripheren Nervenverletzungen (R.); 
Erich Trostdorf, 861, March ’57. 

Kinsey Researches (Ed.); Karl M. Bowman, 755, 
Feb. 

Klinische Psychopathologie (R.); Kurt Schneider, 
286, Sept. '56. 

Kraepelin, Emil; Eugen Kahn, 289, Oct. '56. 

Kraepelin, His System and His Influence; Francis 
J. Braceland, 871, April ’56. 


L 


Law and Medical Practice: 
Law and the Practice of Medicine (R.) ; Kenneth 
George Gray, 764, Feb. ’57. 
Psychiatry, Psychology and the New York Law 
(Ed.); Paul E. Huston, 372, Oct. ’56. 
A Reproach to both Law and Medicine (Ed.) ; 
568, Dec. ’56. 
Leucotomy: See Psychosurgery. 
Lobotomy: See Psychosurgery. 
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Mask of Sanity (R.); Hervey Cleckley, 92, July 

Medical Audit Plan for Psychiatric Hospitals; 
Lee G. Sewall, 122, Aug. ’56. 

Medical Research: A Midcentury Survey, Vols. 
1 & 2; Esther Everett Lape and Associates, 
Eds., 1049, May ’57. 

Medical Treatment of Mental Disease (R.); D. J. 
McCarthy and K. M. Corrin, 381, Oct. ’56. 
Medicine; A Short History of (R.); Erwin H. 

Ackerknecht, 671, Jan. ’57. 

Memoirs of My Nervous Illness (R.); Daniel P. 
Schreber, 190, Aug. ’56. 

Menstrual Cycle, Seizures and the; Bernard Band- 
ler, 704, Feb. ’57. 

Mental Deficiency : 

Education of Mentally Handicapped Children 

(R.); J. E. Wallace Wallin, 1051, May ’57. 

Mental Deficiency: Response to Milieu Therapy ; 
David Vail, 170, Aug. ’56. 

Mental Deficiency (Review of Psychiatric Prog- 

ress, 1956) ; Leo Kanner and Leon Eisenberg, 617, 
Jan. ’57. 

Mental Health: 

Chlorpromazine and Mental Health (R.) ; Smith, 
Kline and French Symposium, 767, Feb. ’57. 

Evaluation in Mental Health, National Advisory 
Mental Health Council (R.) ; 768, Feb. ’57. 

Mental Health Implications of a General Be- 
havior Theory; James G. Miller, 776, Mar. ’57. 

Mental Health in Education (Review of Psychi- 
atric Progress, 1956); W. Carson Ryan, 632, 
Jan. '57. 

Changing Concepts of Therapy in a V.A. Mental 
Hygiene Clinic; E. Pumpian-Mindlin, 1095, 
June ’57. 

Mental Hospital : 

Advances in Management and Treatment in 
European Mental Hospitals; Lothar B. Kali- 
nowsky, 549, Dec. ’56. 

Discharge from State Hospital in Relation to 
Competency ; E. H. Crawfis, 448, Nov. ’56. 

Disposition of First Admissions to a Private Psy- 
chiatric Hospital, 1920-1951; Harold H. Mor- 
ris, Jr., 1024, May ’57. 

From Custodial to Therapeutic Patient Care in 
Mental Hospitals (R.); Milton Greenblatt, 
277, Sept. ’56 

Mental Hospital Accreditation (Ed.); Charles 
K. Bush, 271, Sept. ’56. 

Mental Hospitals With Open Doors; John A. 
Koltes, 250, Sept. ’56. 

A Program for “Sexual Psychopaths” in a State 
Mental Hospital; Daniel Lieberman, 801, Mar, 

Therapeutic Results in Mental Hospitals with a 
Minimum of Professional Personnel; Leo H. 
Bartemeier, 515, Dec. '56. 

Meprobamate: See Ataraxics. 

Mescaline: The Effect of Mescaline on Differenti- 
ated Conditional Reflexes ; Wagner H. Bridger, 
352, Oct. '56. 

Mileu Therapy: Mentai Deficiency: Response to 
Milieu Therapy; David Vail, 170, Aug. ’56. 


Military Psychiatry : 

Army Psychiatry in Korea Following the Cease 
Fire Agreement. II ; George H. Klumpner, 325, 
Oct. 

Military Psychiatry (Review of Psychiatric 
Progress, 1956); Joseph S. Skobba, 647, Jan. 
"57. 

Preventive Psychiatry: The Army’s Mental Hy- 
giene Consultation Service Program with Sta- 
tistical Evaluation; William S. Allerton, 788, 
Mar. '57. 

Some Antecedent Factors in the Family His- 
tories of 568 Male Schizophrenics of the United 
States Navy; C. W. Wahl, 201, Sept. ’56. 


N 
National Association for Mental Health: Advance 
ing the Public Mental Health (Fd.); George 

S. Stevenson, 853, Mar. ’57. 

Neuropathology : 

A Comparative Study of Two Central Nervous 
System Stimulants, Mer-22 and S.K.F. #5, on 
Chronic, Blocked and Withdrawn Psychotic 
Patients (C.N.); F. Hagenauer, 840, Mar. '57. 

Ictal Depression and Anxiety in Temporal Lobe 
Disorders; Andre A. Weil, 149, Aug. ’56. 

Die Kausalgie. Ein Beitrag sur Frage der 
Schmerzen bei peripheren Nervenverletzungen 
(R.); Erich Trostdorf, 861, March ’s7. 

Metabolic and Toxic Diseases of the Nervous 
System (R.); Proceedings of the Association 
for Research in Nervous and Mental Disease. 
Vol. 32, 278, Sept. ’56. 

Neuroglia: Morphology and Function (R.) ; Paul 
Glees, 381, Oct. ’56. 

Neurophysiologic and Pharmacologic Influences 
on Experimental Neuroses; Jules H. Masser- 
man, 510, Dec. 

Pontine Tumor Uncovered With FElectroshock 
(C.R.); Philip C. Rond, 1118, June ‘57. 

Brain Diseases and Damage: 
jrain Changes in Electroshock Therapy; Leo 

Madow, 337, Oct. '56 

Brain Mechanisms in Diachrome (R.); Wen- 
dell J. S. Krieg, 94, July ’56 

Idiopathic Glossodynia (Corr.); 81, July, 56. 

The Nature and Significance of Brain Damage 
From Alcoholism; Frederick Lemere, 361, 
Oct. ’56. 

Patterns of Social Action in Brain Disease; 
Edwin A. Weinstein, 138, Aug. '56. 

The Use of Electroencephalography in Differ- 
entiating Psychogenic Disorders and Organic 
Brain Diseases; Philip S. Bergman, 27, July 
56. 

Neuroses: 

Neurophysiologic and Pharmacologic Influences 
on Experimental Neuroses; Jules H. Masser- 
man, 510, Dec. '56 

Neurosis and Social Class I: Social Interaction ; 
Lawrence Z. Freedman, 769, Mar. '57. 

The Neuroses in Clinical Practice (R.); Henry 
P. Laughlin, 277, Sept. 56. 

The Place of Sedatives in the Treatment of Psy- 
choneurotics; Gilbert Arnot, 10, July '56. 
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Neurosyphilis (Review of Psychiatric Progress, 
1956) ; William T. Timberlake, 622, Jan. ’57. 
Nursing: 

The Nurse and the Mental Patient; Morris S. 
Schwartz and Emmy Lanning Shockley, 1052, 
May ’57. 

Psychiatric Nursing (Review of Psychiatric 
Progress, 1956) ; Mary E. Corcoran, 636, Jan. 


57. 

Psychology in Nursing (R.) ; Wendell W. Cruze, 
a8o, Sept. ’56. 

The Yearbook of Modern Nursing, 1956 (R.); 
Cordelia Cowan, 766, Feb. 57. 


Occupational Therapy (Review of Psychiatric 
Progress, 1956) ; Franklin S. DuBois, 637, Jan. 
57. 
Open Doors: 
Chronic Mental Patients Reaction to Opening 
Their Ward (C. N.); Dorothy Scott, 366, Oct. 
"56. 
Mental Hospitals with Open Doors: John A. 
Koltes, 250, Sept. '56. 
Outpatient Psychiatry : 
Management of the Narcotic Addict in an Out- 
patient Clinic; Benjamin Boshes, 158, Auig. '56. 
Outpatient Psychiatry (Review of Psychiatric 
Progress, 1956); Walter E. Barton, 643, Jan. 


P 


Pacatal: See Ataraxics. 

Paranoid Dynamics: A Case Study; Vernon W. 
Grant, 143, Aug. ’56. 

Parkinsonism: Protection Against Reserpine-In- 
duced “Parkinsonism” (C.N.); Harold A. 
Rashkis, 1116, June '57. 

Parliamentary Procedure, Handbook of (R.); 
Henry A. Davidson, 575, Dec. ’56. 

Peace of Mind (Ed.) ; Stanley Cobb, 663, Jan. ’57. 

Personal Element in Psychiatric Research; Paul E. 
Feldman, July ’56. 

Pharmacotherapy: See Chemotherapy. 

Phenomenological Approach to Psychiatry (R.); 
J. H. van den Berg and Marvin Farber, 284, 
Sept. ’56. 

Pheochromocytoma and Electroconvulsive Therapy ; 
Frank R, Drake, 295, Oct. ’56. 

Phrenology : 

Franz Joseph Gall, Inventor of Phrenology and 
His Collection (R.); Erwin H. Ackerknecht 
and Henry V. Vallois, 864, Mar. ’57. 

Phrenology, Fad and Science (R.); John D. 
Davies, 478, Nov. 56. 

Phrenophagia: A Form of Human Artificial Selec- 
tion; J. M. Radzinski, 312, Oct. ’56. 

Physician-Patient Relationship: Is it Sufficient for 
the Effective Practice of Medicine?; William 
L. Wilson, 234, Sept. ’56. 

Placebo Research, Some Implications of Condi- 
tional Reflex Studies for; Lester H. Gliedman, 
1103, June '57. 


Poet and Psychiatrist: A Critical Portrait of Mer- 
rill Moore (R.) ; Henry W. Wells, 94, July ’56. 

Prenatal and Paranatal Factors in the Development 
of Childhood Behavior Disorders (R.) ; Martha 
E. Rogers, Abraham M. Lilienfeld, and Ben- 
jamin Pasamanick, 857, March ’57. 

Presidential Address; R. Finley Gayle, Jr., 1, July 
56. 

Preventive Psychiatry: The Army’s Mental Hy- 
giene Consultation Service Program with 
Statistical Evaluation; William S. Allerton, 
788, Mar. ’57. 

Private Practice: 

Ataractics in Private Practice (Corr.); 80, 
July ’56. 

Multiple Therapy in Private Psychiatric Prac- 
tice; Leo Alexander, 815, Mar. ’57. 

The Structure of Private Practice in Psychiatry ; 
Henry A. Davidson, 41, July ’56. 

Thorazine and Serpasil Treatment of Private 
Neuropsychiatric Patients; Frank J. Ayd, Jr., 
16, July ’56. 

Professional Ethics: 

Psychiatric Ethics (Corr.), 848, Mar. ’57. 

Moot Questions in Psychiatric Ethics; Ralph B. 
Little, 455, Nov. ’56. 

Professional Solidarity: A Unified Profession 
Holds Its Own (Ed.), 183, Aug. 56. 

Psychiatric Education: 

Parataxic Distortion and History Taking: An 
Experimental Method in Teaching Junior Medi- 
cal Students; Imogene S. Young, 240, Sept. ’56. 

Problems Related to the Personal Costs of Psy- 
chiatric and Psychoanalytic Training ; Howar< 
W. Potter, 1013, May ’57. 

Psychiatric Education (Review of Psychiatric 
Progress, 1956) ; Franklin G. Ebaugh, 648, Jan. 
57: 

Psychiatric Residency Training in Affiliated Cen- 
ters: Report of Five Years’ Experience ; Walter 
E. Barton, 66, July ’56. 

Seminars for Executives and Industrial Physi- 
cians; William C. Menninger, 451, Nov. ’56. 

Psychiatric Services, Zonal Delimitation of; Daniel 
Blain, 176, Aug. '56. 

The Psychiatrist and the Dying Patient (R.); 
K. R. Eissler, 762, Feb. ’57. 

Psychiatry and the Public Interest (R.); Maunce 
H. Krout, 1054, May ’57. 

Psychiatry, Psychology and the New York Law; 
Paul E. Huston, 372, Oct. ’56. 

Psychoanalysis : 

Colloquium on Freud and Religion (Corr.) ; 934, 
April ’57. 

Problems Related to the Personal Costs of Psy- 
chiatric and Psychoanalytic Training; Howard 
W. Potter, 1013, May ’57. 

Psychoanalysis (Corr.) ; 466, Nov. ’56. 

Psychoanalysis and Psychotherapy (R.); Franz 
Alexander, 1052, May '57. 

Psychoanalysis : Some Critical Comments ; Hiram 
Johnson, 36, July '56. 
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Reappraisal of Psychoanalysis (Corr.); 936, 
April ’57. 

Schools of Psychoanalytic Thought (R.); Ruth 
L.. Monroe, 192, Aug. 

Psychogenic: The Use of Electroencephalography 
in Differentiating Psychogenic Disorders and 
Organic Brain Diseases; Philip S. Bergman, 
27, July ’56. 

Psychology : 

Clinical Psychology (Review of Psychiatric 
Progress, 1956); Frederick Wyatt, 604, Jan. 
57- 

Learning Theory, Personality Theory and Clin- 
ical Research (R.) ; The Kentucky Symposium, 
280, Sept. ’56. 

Progress in Clinical Psychology, Vol. II (R.); 
Daniel Brower, 383, Oct. 56. 

Psychiatry, Psychology and the New York Law; 
Paul E. Huston, 372, Oct. 56. 

Zur Psychologie und Psychopathologie der Erin- 
nerungen (R.), Hans Heinrich Wieck, 192, 
Aug. ’56. 

Methodes Psychometriques en Clinique: Tests 
Mentaux et Interpretation (R.) ; J. DeLay, 571, 
Dec. ’56. 

Psychopathic Personality: The Mask of Sanity 
(R.) ; Hervey Cleckley, 92, July ’56. 

Psychopathology : 

Klinische Psychopathologite (R.); Kurt Schnei- 
der, 286, Sept. 56. 

Lehrbuch der Allgemeinen Psychopathologie: 
Grundbegriffe und Klinik (R.); K. W. Bash, 
478, Nov. ’56. 

Der Wahnkranke Im Lichte Alter Und Neuer 
Psychopathologie (R.) ; Kurt Kolle, 1129, June 
’57: 

Psychosomatic : 

Psychosomatic Approach to Anxiety; Roy R. 
Grinker, 443, Nov. ’56. 

The Role of the Symptom in Psychosomatic Dis- 
ease; Changes Following Removal of a Symp- 
tom by Extrapsychic Means; Daniel W. Badal, 
1081, June ’57. 

Testing the Validity of Personality Profiles in 
Psychosomatic Illnesses ; Floyd O. Ring, 1075, 
June ’57. 

Psychosurgery : 

Frontal Lobotomy 1936-1956. A Follow-up Study 
of 3000 Patients from One to Twenty Years; 
Walter Freemen, 877, April ’57. 

Ictal Depression and Anxiety in Temporal Lobe 
Disorders; Andre A. Weil, 149, Aug. ’56. 
Lobotomy: A 6-Year Follow-up of 45 Patients; 

Marvin J. Schwarz, 224, Sept. 56. 

Long-Term Comparative Results of Three Dif- 
ferent Lobotomy Procedures; Norman L. Paul, 
808, Mar. ’57. 

Personality Changes Following Frontal Leu- 
cotomy: A Clinical and Experimental Study 
of the Functions of the Frontal Lobes in Man 
(R.) ; P. MacDonald Tow, 571, Dec. ’56. 

Psychosurgery (Review of Psychiatric Progress, 
1956) ; Walter Freeman, 615, Jan. ’57. 


La Readaptation Professionelle des Lobotomises 
(R.); Pierre Tubery, 858, March '57. 

Reserpine and Lobotomy (Corr.) ; 936, April '57. 

Transorbital Lobotomy versus Electroconvulsive 
Therapy in the Treatment of Mentally Ill 
Tuberculous Patients; Sylvia Cheng, 32, July 
56. 

Psychotherapy : 

Progress in Psychotherapy, 1956 (R.); Frieda 
Fromm-Reichman and J. L. Moreno, 959, 
April 

Psychotherapy; C. B. Farrar, 865, April ‘57. 

Psychotherapy (Review of Psychiatric Progress, 
1956) ; Paul H. Hoch and Nolan D. C. Lewis, 
606, Jan. '57. 

Role of the Administrative Psychiatrist in Inten- 
sive Psychotherapy in a Mental Hospital; J. 
Martin Myers, 71, July ’56. 

When Physical Therapy (Shock) Facilitates Psy- 
chotherapy ; Lewis B. Hill, 60, July '56. 

Psychotomimetics: See Chemotherapy. 
Publicity (Corr.), 369, Oct. '56. 


Q 


Quinidine Intoxication, Psychosis Due to (C.R.); 
Jaime Quintanilla, 1032, May ’57. 


R 


Regional Psychiatry: Supplement to Psychiatric 
Facilities of Chicago and Surroundings; Fran- 
cis J. Gerty, 928, April ’57. 

Rehabilitation and Occupational Therapy (Review 
of Psychiatric Progress, 1956); Franklin S. 
DuBois, 637, Jan. ’57. 

Reserpine: See Ataraxics. 

Review of the Literature : 

Administrative and Forensic Psychiatry (Review 
of Psychiatric Progress, 1956) ; Winfred Over- 
holser, 645, Jan. '57. 

Alcoholism and Geriatrics (Review of Psychi- 
atric Progress, 1956); Karl M. Bowman, 626, 
Jan. 

Child Psychiatry and Mental Deficiency (Review 
of Psychiatric Progress, 1956); Leo Kanner 
and Leon Eisenberg, 617, Jan. ’57. 

Clinical Psychiatry and Psychotherapy (Review 
of Psychiatric Progress, 1956) ; Paul H. Hoch, 
606, Jan. '57. 

Clinical Psychology (Review of Psychiatric. 
Progress, 1956); Frederick Wyatt, 604, Jan. 
’§7. 

Electroencephalography (Review of Psychiatric 
Progress, 1956) ; W. T. Liberson, 601, Jan. ’57. 

Epilepsy (Review of Psychiatric Progress, 1956) ; 
Elizabeth G. French, 629, Jan. '57. 

Family Care and Outpatient Psychiatry (Review 
of Psychiatric Progress, 1956) ; Walter E. Bar- 
ton, 643, Jan. 

Heredity and Eugenics (Review of Psychiatric 
Progress, 1956); Franz J. Kallmann, 595, Jan. 


Industrial Psychiatry (Review of Psychiatric 
Progress, 1956); Ralph T. Collins, 633, Jan. 
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Mental Health in Education (Review of Psychi- 
atric Progress, 1956); W. Carson Ryan, 632, 
Jan. '57. 

Military Psychiatry (Review of Psychiatric 
Progress, 1956); Joseph S. Skobba, 647, Jan. 
57. 

Neuropathology, Endrocrinology and Biochemis- 
try (Review of Psychiatric Progress, 1956) ; 
Orthello R, Langworthy, 597, Jan. '57. 

Neurosyphilis (Review of Psychiatric Progress, 
1956) ; William T. Timberlake, 622, Jan. ’57. 

Psysiological Treatment (Review of Psychiatric 
Progress, 1956) ; Joseph Wortis, 611, Jan. ’57. 

Psychiatric Education (Review of Psychiatric 
Progress, 1956); Franklin G. Ebaugh and 
Robert H. Barnes, 648, Jan. ’57. 

Psychiatric Nursing (Review of Psychiatric 
Progress, 1956) ; Mary E. Corcoran, 636, Jan. 
"57. 

Psychiatric Social Work (Review of Psychiatric 
Progress, 1956); Margaret L. Newcomb, 641, 
Jan. '57. 

Psychosurgery (Review of Psychiatric Progress, 
1956); Walter Freeman, 615, Jan. ’57. 

Rehabilitation and Occupational Therapy (Re- 
view of Psychiatric Progress, 1956) ; Franklin 
S. DuBois, 637, Jan. '57. 

The Right to Read (&.); Paul Blanchard, 279, 
Sept. ’56. 

Ritalin: See Ataraxics. 

Rorschoch: Le Test de Rorschach et la Personalite 
Epileptique (R.); J. Delay, P. Pichot, T. 
Lemperiere, and J. Perse (R.); 477, Nov. ’56: 


S 


Schizophrenia : 

Azacyclonol (Frenguel) in the Treatment of 
Chronic Schizophrenics: (C.N.); Joseph A. 
Barsa, 255, Sept. ’56. 

A Clinical Evaluation of Chlorpromazine Therapy 
in Chronic Schizophrenics (C.N.); Maurice 
Pachter, 931, April '57 

A Clinical Evaluation of Meprobamate Therapy 
in a Chronic Schizophrenic Population; Ken- 
neth Tucker, 698, Feb. 

A Comment on Insulin Coma Therapy in Schizo- 
phrenia; David N. Parfitt, 246, Sept. ’56. 

A Comparison of Psychotherapeutic Relation- 
ships Between Physicians and Schizophrenic 
Patients When Insulin is Combined with Psy- 
chotherapy and When Psychotherapy is Used 
Alone; John C. Whitehorn, go1, April ’57. 

The Concept of Schizophrenia (R.); W. F. 
McAuley, 382, Oct. ‘56. 

Electroencephalographic Studies of 1,000 Schizo- 
phrenic Patients; Henry S. Colony, 163, Aug. 
"56. 

Interpretation of Schizophrenia (R.); Silvano 
Arieti, 380, Oct. ’56. 

A New Approach to Schisophrenia (R.) ; Julius 
I. Steinfeld, 768, Feb. '57. 

Problem of Ambulatory Schizophrenias ; Gregory 
Zilboorg, 519, Dec. '56. 


Promazine in Chronic Schizophrenic Patients 
(C.N.); Joseph A. Barsa, 654, Jan. ’57. 

The Psychophysiology of Schizophrenia; Richard 
C. Cowden, 709, Feb. '57. 

Role of the Father in the Family Environment of 
the Schizophrenic Patient ; Theodore Lidz, 126, 
Aug. ’56. 

Some Antecedent Factors in the Family Histories 
of 568 Male Schizophrenics of the United 
States Navy; C. W. Wahl, 201, Sept. ’56. 

Studies in Schizophrenia: A Multidisciplinary 
Approach to Mind-Brain Relationships (R.); 
Robert G. Heath, 383, Oct. ’56. 

Use of Comic Cartoons for the Study of Social 
Comprehension in Schizophrenia; Rita Senf, 
45, July 56. 

Wit and Schizophrenic Thinking; Max Levin, 
917, April ’57. 

Methyl-Phenidylacetate Hydrochloride (Ritalin) 
in the Treatment of Chronic Schizophrenic Pa- 
tients; Blaine Carey, 546, Dec. ’56. 

Schizophrenia in Relation to Blood Groups ABO 
and Blood Types Rh.D. and MN (C.N.); 
C. R. Lafferty, 1117, June ’57. 

Schuldgefuehl Und Schuld Bet Psychiatrischen 
Erkrankungen (R.); W. V. Siebenthal, 1056, 
May ’57. 

Sedatives: The Place of Sedatives in the Treat- 
ment of Psychoneurotics; Gilbert Arnot, 10, 
July ’56. 

Sex: 

A Program for “Sexual Psychopaths” in a 
State Mental Hospital; Daniel Lieberman, 8o1, 
Mar. ’57. 

Sex and Character (R.); Otto Weininger, 766, 
Feb. ’57. 

Sexuelle Konstitution 
Anderle, 95, July '56. 

Shock Therapy : 

Additional Remarks on the Danger of Premedi- 
cation in Electric Convulsive Therapy (Corr.) ; 
79, July ’56. 

Brain Changes in Electroshock Therapy; Leo 
Madow, 337, Oct. '56. 

ECT as a Life-Saving Procedure in a Patient 
Suffering from Diabetes Mellitus, Uncontrolla- 
ble, Due to a Paranoid Psychosis (C.R.); A. 
Leonard Abrams, 564, Dec. '56. 

Electroshock and Hypothalmic Syndrome: Re- 
port of Vaso-Motor Collapse ((C.R.); John 
C. Pollard, 1119, June 

Electroshock Therapy and Aortic Aneurysm 
(C.R.); Jack A. Wolford, 656, Jan. '57. 

Fear and Anxiety in Electroshock (Corr.), 849, 
Mar. ’57. 

Fear and Anxiety in the Course of Electroshock 
Therapy; Alfred Gallinek, 428, Nov. 56. 

Investigation of the Therapeutic Components and 
Various Factors Associated with Electrocon- 
vulsive Treatment: A Preliminary Report; 
N. Q. Brill, 997, May ’57. 

Near Fatality with Combined ECT and Reser- 
pine (C.R.); Robert W. Bross, 933, April ’57. 
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Pheochromocytoma and Electroconvulsive Ther- 
apy; Frank R. Drake, 295, Oct. ’56. 

Pontine Tumor Uncovered With Electroshock 
(C.R.); Philip C. Rond, 1118, June ’57. 

Premedication in Electric Convulsive Therapy 
(Corr.) ; 78, July '56. 

Transorbital Lobotomy versus Electroconvulsive 
Therapy in the Treatment of Mentally Ill 
Tuberculous Patients; Sylvia Cheng, 32, July 

When Physical Therapy (Shock) Facilitates 
Psychotherapy; Lewis B. Hill, 60, July °56. 

Social Psychiatry : 

Culture and Mental Disorders (R.); Joseph W. 
Eaton and Robert J. Weil, 1130, June ’57. 

Cultural Anthropology and Social Psychiatry; 
Marvin K. Opler, 302, Oct. ’56. 

Culture and Mental Disorders (R.); Ralph Lin- 
ton, George Devereux, 284, Sept. ’56. 

An Inventory of Social and Economic Research 
(R.); Fred Strunk, 572, Dec. ’56. 

Neurosis and Social Class I: Social Interaction; 
Lawrence Z. Freedman, 769, Mar. ’57. 

Patterns of Social Action in Brain Disease; 
Edwin A. Weinstein, 138, Aug. ’56. 

Socialization: Social Growth Deficit as a Syn- 
drome; Vernon W. Grant, 924, April ’57. 

Social Work (Review of Psychiatric Progress, 

1956); Margaret L. Newcomb, 641, Jan. ’57. 

Special Notice: The Responsibilities of the Medi- 
cal Profession in the Use of X-Rays and Other 
lonizing Radiation; 955, April ’57. 

Spinal Pumping Therapy in Psychiatry; Milo 
Tyndel, 363, Oct. ’56. 

Spontaneous Remission: Therapeutic Results in 
Mental Hospitals with a Minimum of Pro- 
fessional Personnel; Leo H. Bartemeier, 515, 
Dec. 

Statistics Challenged (Corr.); Kaelbling, Rudolf, 
1038, May ’57. 

Stress: 

Stress. Fifth Annual Report, 1955-56 (R.) ; Hans 
Selye and Gunnar Heuser, 382, Oct. '56. 

Stress and Psychiatry ; Hans Selye, 423, Nov. ’56. 

Stuttering in Adults and Children (R.); Wendell 
Johnson and Ralph R. Leutenegger, 670, Jan. 
57: 

The Subnormal Mind. 3rd Ed. (R.); Sir Cyril 
Burt, 380, Oct. '56 

Succinylcholine : 

Administration of Succinylcholine (Corr.) ; 753, 
Feb. '57. 

The Safer Administration of Succinylcholine 
Without Barbiturates (C.N.); David J. Im 
pastato, 461, Nov. 56. 

Sullivan, Harry Stack: Clinical Studies in Psy- 
chiatry (R.); Helen Swick Perry, Mary Ladd 
Gawel, and Martha Gibbons, Eds., 1131, June 


57. 


Sydenham, Thomas and Psychological Medicine 
(H.N.); Jerome M. Schneck, 1035, May '57. 

Symptoms, Relief of (R.); Walter Modell, 858, 
March '57. 


T 


Terminology: No Psychosis Without Neurosis 
(Corr.) ; 565, Dec. '56. 

Textbooks : 

An Introduction to Psychiatry (R.) ; Max Valen- 
tine, 480, Nov. '56. 

Lehrbuch der Allgemeinen Psychopathologie: 
Grundbegriffe und Klinik (R.); K. W. Bash, 
478, Nov. ’56. 

Manuale di Neurologia per Studenti e Medici 
Practici (R.); Arnaldo Pieraccini, 93, July '56 

Present Day Psychology (R.); A. A. Roback, 
767, Keb. °57. 

Textbook of Human Anatomy; W. J. Hamilton, 
1131, June '57. 

Therapeutic Forces in Early American Hospitals; 
FE. D. Bond, 407, Nov. '56. 

Topectomy: See Psychosurgery. 

Toward a Unified Theory of Human Behavior 
(R); Roy R. Grinker, 1132, June '57. 

Tranquilizers: See Ataraxics. 

Transcultural Research (Corr.) ; 566, Dec. '56. 

Transvestism: Medicolegal Aspects of Trans- 
vestism; Karl M. Bowman, 583, Jan. ’57. 

Truants from Life (R.); Bruno Bettelheim, 283, 
Sept. '56. 

Tuberculosis: Transorbital Lobotomy versus Elec- 
troconvulsive Therapy in the Treatment of 
Mentally Ill Tuberculous Patients; Sylvia 
Cheng, 32, July ’56. 


W 


Well-Being Clinic: A Study of the Effectiveness 
of an Attempt to Provide Routine Mental 
Health Check-Ups for Community Groups; 
A. W. MacLeod, 795, Mar. 57. 

Wit and Schizophrenic Thinking; Max Levin, 917, 
April ’57. 


Yearbooks : 

Year Book of Neurology, Psychiatry and Neuro- 
surgery (R.); Roland P. Mackay, S. Bernard 
Wortis, Percival Bailey and Oscar Sugar, 574, 
Dec. ’56. 

J.AM.A. Clinical Abstracts of Diagnosis and 
Treatment, 1955 (R.); 191, Aug. ’56. 

Current Therapy 1956 (R.); Howard F. Conn, 
381, Oct. '56. 

Youth: The Ages from Ten to Sixteen (R.); 
Arnold Gesell, 860, March 's57 
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A 


Abrams, A. Leonard; and Impastato, David J.: 
ECT as a Life-Saving Procedure in a Patient 
Suffering from Diabetes Mellitus, Uncontrolla- 
ble, Due to a Paranoid Psychosis (C.R.), 564, 
Dec. ’56. 

Alexander, Leo.; and Moore, Merrill: Multiple 
Therapy in Private Psychiatric Practice, 815, 
Mar. 

Allerton, William §S.; and Peterson, Donald B.: 
Preventive Psychiatry: The Army’s Mental Hy- 
giene Consultation Service Program with Statis- 
tical Evaluation, 788, Mar. ’57. 

Anderson, Richard H.: See Fechner, Albert H., 
jt. auth. 

Appel, Kenneth E.: Anxiety Problems within Cul- 
tural Settings, 526, Dec. ’56. 

Apter, Nathaniel S.: See Young, Imogene S., jt. 
auth. 

Arnot, Gilbert: The Place of Sedatives in the 
Treatment of Psychoneurotics, 10, July '56. 

Ayd, Frank J.: Thorazine and Serpasil Treatment 
of Private Neuropsychiatric Patients, 16, July '56. 


B 


Badal, Daniel W.; Driscol, Thomas E.; and 
Maultsby, Maxie: The Role of the Symptom in 
Psychosomatic Disease: Changes Following Re- 
moval of a Symptom By Extrapsychic Means, 
1081, June 

Bailey, Margaret: See Lemkau, Paul V., jt. auth. 

Bailey, Percival: Academic Lecture: The Great 
Psychiatric Revolution, 387, Nov. '56. 

sairos, Marion: See Kaplan, Maurice, jt. auth. 

Balser, Benjamin H.; Brown, Fred; Brown, Mi- 
nerva L.; Laski, Leon; and Phillips, Donald K.: 
Further Report on Experimental Evaluation of 
Mental Hygiene Techniques in School and Com- 
munity 733, Feb. '57. 

Bandler, Bernard; Kaufman, I. Charles; Dykens, 
James W.; Schliefer, Maxwell; and Shapiro, 
Leon N.: Seizures and the Menstrual Cycle, 704, 
Feb. 

Barnes, Robert H.: See Ebaugh, Franklin G., jt. 
auth. 

Barrett, Joseph E.: R. Finley Gayle, Jr., M.D., 
President: 1955-56. Biographical Sketch, 8, July 
56. 

tarsa, Joseph A.; and Kline, Nathan S.: Azacy- 
clonol (Frenquel) in the Treatment of Chronic 
Schizophrenics (C.N.), 255, Sept. '56. 

Barsa, Joseph A.; and Kline, Nathan S.: Proma- 
zine in Chronic Schizophrenic Patients (C.N.), 
654, Jan. 

Barsa, Joseph A.; and Kline, Nathan S.: Depres- 
sion Treated with Chlorpromazine and Prometha- 
zine (C.N.), 744, Feb. '57. 

Bartemeier, Leo H.: Therapeutic Results in Men- 
tal Hospitals with a Minimum of Professional 
Personnel, 515, Dec. ’56. 


Barton, Walter E.: Family Care and Outpatient 
Psychiatry (Review of Psychiatric Progress, 
1956), 643, Jan. ’57. 

Barton, Walter E.; and Yakovlev, Paul I.: Psychi- 
atric Residency Training in Affiliated Centers: 
Report of Five Years’ Experience, 66, July ’56. 

Jergman, Philip S.; and Green, Martin A.: The 
Use of Electroencephalography in Differentiat- 
ing Psychogenic Disorders and Organic Brain 
Diseases, 27, July ’56. 

3erman, Leonard: See Costa, J. S., jt. auth. 

3erne, Eric.: Comparative Psychiatry and Tropical 
Psychiatry, 193, Sept. ’56. 

Bertone, James: See Feldman, Paul E., jt. auth. 

Betz, Barbara J.: See Whitehorn, John C., jt. auth. 

sickford, Reginald G.: See Mulder, Donald W., jt. 
auth. 

Biddle, W. Earl: Imagination as a Factor in Hyp- 
nosis (C.N.), 367, Oct. ’56. 

Bird, Etta G.: See Denber, Herman C. B., jt. auth. 

Blain, Daniel: Zonal Delimitation of Psychiatric 
Service, 176, Aug. ’56. 

Blake, Lauretta A.: See Mearin, Robert J., jt. auth. 

Bloch, Donald A.; Silber, Earle; and Perry, Stew- 
art E.: Some Factors in the Emotional Reaction 
of Children to Disaster, 416, Nov. ’56. 

Board, Richard G.: An Operational Conception 
of Criminal Responsibility, 332, Oct. ’56. 

Boling, Lenore; Ryan, William; and Greenblatt, 
Milton: Insulin Treatment of Psychotic Pa- 
tients: Comparative Results with Deep- and 
Light-coma Treatment, 1009, May ’57. 

Bond, E. D.: Therapeutic Forces in Early Ameri- 
can Hospitals, 407, Nov. ’56. 

Boshes, Benjamin; Sewall, Lee G.; and Koga, 
Mary: Management of the Narcotic Addict in 
an Outpatient Clinic, 158, Aug. ’56. 

Bowes, H. Angus: The Ataractic Drugs: The 
Present Position of Chlorpromazine, Frenquel, 
Pacatal, and Reserpine in the Psychiatric Hospi- 
tal, 530, Dec. ’56. 

s}owman, Karl M.: Alcoholism and Geriatrics (Re- 
view of Psychiatric Progress, 1956), 626, Jan. ’57. 

Bowman, Karl M.; and Engle, Bernice: Medi- 
colegal Aspects of Transvestism, 583, Jan. ’57. 

Bowman, Karl M.: The Kinsey Researches (Ed.), 
755, Feb. ’57. 

Braceland, Francis J.: Kraepelin: His System and 
His Influence, 871, April ’57. 

Bracha, S.; and Hes, J. Ph.: Death Occurring 
During Combined Reserpine-Electroshock Treat- 
ment (C.R.), 257, Sept. ’56. 

Braun, Manfred: Pacatal (C.N.), 838, Mar. ’57. 

tridger, Wagner H.; and Gantt, W. Horsley: The 
Effect of Mescaline on Differentiated Conditional 
Reflexes, 352, Oct. ’56. 

grill, N. Q.; Crumpton, E.; Eiduson, S.; Grayson, 
H.M.; Hellman, L. I.; Richards, R. A.; Strass- 
man, H. D.; and Unger, A. A.: Investigation of 
the Therapeutic Components and Various Fac- 
tors Associated with Electroconvulsive Treat- 
ment; 997, May '57. 
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Brosin, Henry W.: Discussion of the Genetics 
Symposium, 502, Dec. ’56. 

Bross, Robert W.: Near Fatality with Combined 
ECT and Reserpine (C.R.), 933, April ’57. 

Brown, Fred: See Balser, Benjamin H., jt. auth. 

Brown, Minerva L.: See Balser, Benjamin H., 
jt. auth. 

Brunt, Manly Y.: See Morris, H. H., jt. auth. 
3ucknam, Frank Gilbert: See Thimann, Joseph, 
jt. auth. 

Bush, Charles K.: Mental Hospital Accreditation 
(Ed.), 271, Sept. ’56. 

Bush, Charles K.: Growth of General Hospital Care 
of Psychiatric Patients, 1059, June ’57. 


Cc 


Cameron, D. Ewen; Levy, L.; and Hunzinger, W.: 
Intrathecal Administration of Hyaluronidase: 
Effects Upon the Behavior of Patients Suffering 
from Senile and Arteriosclerotic Behavior Dis- 
orders, 893, April 

Canestrari, Robert E.: See Peak, Ernestine C., 
jt. auth, 

Carey, Blaine; Weber, Marilyn; and Smith, Jack- 
son A.: Methyl-Phenidylacetate Hydrochloride 
(Ritalin) in the Treatment of Chronic Schizo- 
phrenic Patients, 546, Dec. ’56. 

Carlson, Eric T.: Edward Mead and the Second 
American Psychiatric Journal (H.N.), 56i, Dec. 
’s6. 

Carlson, Eric T. : Amariah Brigham II: Psychi- 
atric Thought and Practice, 911, April '57. 

Chapman, Loring F.: See Garb, Solomon, jt. auth. 

Cheng, Sylvia; Tait, Sinclair; and Freeman, Wal- 
ter: Transorbital Lobotomy Versus Electro- 
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Swain, Jean M.: See Dillon, Dolores, jt. auth. 


Tait, Sinclair: See Cheng, Sylvia, jt. auth. 

Tasher, D, C.: See Rudy, L. H., jt. auth. 

Teitelbaum, Harry A.: See Gliedman, Lester H., 
jt. auth. 

Tempereau, Clinton E.: Fear of Flying in Korea, 
218, Sept. 

Thimann, Joseph; Bucknam, Frank Gilbert; Gau- 
thier, Joseph W.; and O'Connell, Thomas A.: 
Rauwiloid Therapy in Alcoholism, 694, Feb. '57. 

Thorne, Frederick C.: Epidemiological Studies of 
Chronic Frustration-Hostility Aggression States, 
717, Feb. 

Timberlake, William H.: Neurosyphilis (Review 
of Psychiatric Progress, 1956), 622, Jan. '57. 

Tiwari, Nathuram M.: See Garb, Solomon, jt. 
auth. 

Tucker, Kenneth; and Wilensky, Harold: A Clini- 
cal Evaluation of Meprobamate Therapy in a 
Chronic Schizophrenic Population, 698, Feb. '57. 

Turner, William J.; and Merlis, Sidney: Chemo- 
therapeutic Trials in Psychosis: I. Frenquel and 
Pilocarpine, 248, Sept. '56. 

Turrell, Eugene S.: See Conger, John J., jt. auth. 

Tuteur, Werner: A Case of Fatal Agranulocytosis 
Due to Chlorpromazine (C.R.), 76, July '56. 

Tuteur, Werner: Effect of Chlorpromazine and 
Reserpine on Budgets of Mental Hospitals 
(A.N.), 657, Jan. ’57. 

Tyndel, Milo: Spinal Pumping Therapy in Psy- 
chiatry, 363, Oct. ’56. 


U 


See Brill, N. Q., jt. auth. 
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Vail, David: Mental Deficiency: Response to 
Milieu .Therapy, 170, Aug. '56. 
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Vivona, Stefano: See Wilson, William L., jt. auth. 

Voegele, George E.; and May, Ruprecht H.: Epi- 
leptiform Seizures Under Promazine Therapy 
(C.R.), 655, Jan. ’57. 


W 


Wahl, C. W.: Some Antecedent Factors in the 
Family Histories of 568 Male Schizophrenics of 
the United States Navy, 201, Sept. ’56. 

Wallerstein, Robert S.: Comparative Study of 
Treatment Methods for Chronic Alcoholism: 
The Alcoholism Research Project at Winter VA 
Hospital, 228, Sept. ’56. 

Wardell, David W.: Untoward Reactions to Tran- 
quilizing Drugs (C.N.), 745, Feb. ’57. 

Warren, Max: See Raskin, Herbert A., jt. auth. 

Weber, Marilyn: See Carey, Blaine, jt. auth. 

Weil, Andre A.: Ictal Depression and Anxiety in 
Temporal Lobe Disorders, 149, Aug. ’56. 

Weinstein, Edwin A.; and Kahn, Robert L.: Pat- 
terns of Social Action in Brain Disease, 138, Aug. 
"56. 


Weiss, Bernard: Electrocardiographic Indices of 


Emotional Stress, 348, Oct. 56. 

Whitehorn, John C.; and Betz, Barbara J.: A 
Comparison of Psychotherapeutic Relationships 
Setween Physicians and Schizophrenic Patients 
When Insulin is Combined with Psychotherapy 
and When Psychotherapy is used Alone, gor, 


April 
Wikler, Abraham; Pescor, 
Havelock F.; and Isbell, 


Frank T.; Fraser, 
Harris: Electroen- 


cephalographic Changes Associated With Chronic 
Alcoholic Intoxication and the Alcohol Absti- 
nence Syndrome, 106, Aug. ’56. 

Wilensky, Harold: See Tucker, Kenneth, jt. auth. 

Wilkens, Bernard.: See Gibbs, James J., jt. auth. 

Willis, Stanley E.: See Colony, Henry S., jt. auth. 

Wilson, William L.; Stefano, Vivona; and Lucas, 
D. L.: Physician-Patient Relationship: Is it 
Sufficient for the Effective Practice of Medicine: 
234, Sept. ’56. 

Winkleman, N. William, Jr.: 
Chlorpromazine, 961, May ’57. 

Wolford, Jack A.: Electroshock Therapy and 
Aortic Aneurysm (C.R.), 656, Jan. ’57. 

Wortis, Joseph: Physiological Treatment (Re- 
view of Psychiatric Progress, 1956), 611, Jan. ’57. 

Wyatt, Frederick: Clinical Psychology (Review 
of Psychiatric Progress, 1956), 604, Jan. 57. 

Wycis, H. T.: See Spiegel, E. A., jt. auth. 


An Appraisal of 


Y 


Yakovlev, Paul I.: See Barton, Walter E., jt 
auth. 

Young, Imogene S.; and Apter, Nathaniel S.: 
Parataxic Distortion and History Taking: An 
Experimental Method in Teaching Junior Medi- 


cal Students, 240, Sept. ’56. 


Z 


Zilboorg, Gregory: The Problem of Ambulatory 
Schizophrenias, 519, Dec. ’56. 
Zuidema, G. D.: See Silverman, A. J., jt. auth. 
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incorporates the first major new principle 
in AC current design among other advantages 
and supersedes glissando technique 
REITER MOL-AC II 

REDUCES FRACTURE HAZARDS 


With the MOL-AC II, thrust is greatly 
reduced during the initial application of 
current, which is ingeniously softened to 
significantly reduce danger of fractures. 
There are no complicated dial settings, 
no manual timing devices, no warm-up 
delays. Merely connect to ordinary AC 
house current, switch to treatment, and 
the instrument is ready for immediate 
use. Automatically re-sets itself — as 
many treatments as desired may be 
given repeatedly. The MOL-AC II is one 
of the safest instruments obtainable, 
being completely isolated electrically. 
Uniformly excellent clinical results have 
been obtained. 

The MOL-AC II, in a handsome wal- 
nut case with a Bakelite control panel 
(as illustrated) is priced at $90.00; in 
steel case $85.00. The MOL-AC I in a 
walnut case is $60.00; in steel case 
$55.00. Physician’s bag and attachments 
with either model $10.00 additional. 

Dalter’s Photic-Stimulator, complete 
with stand, is priced at $125.00. 


AN, OFFICIALLY APPROVE INSTRUMENT 
WHICH HAS ALSO WON POPULAR /AAPPROVAL. 


REUBEN REITER, Se.D. 


64 WEST NEW 
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INSTITUTE ALBERT PREVOST 


Founded in 1919 


Aerial view 


Psychiatric Institution in a semi-rural setting in the outskirts of Montreal. Home- 


like atmosphere. Occupational and recreational activities indoors and outdoors. 


Full time psychiatrists, holding Fellowship in Psychiatry and Neurology, con- 


sultants in all specialties, and resident psychiatrists under immediate supervision 


of the Psychiatrist in chief. 
An adequate nursing personnel assuring continual care. 


Physicians are invited to visit the hospital. 


O 


Rates and full particulars on request. 


6555 Gouin Bivd., West, 
Montreal — Canada 
Phone Rlverside 4-648 1. 
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TO GET T 
SPARINE is also highly effective in drug 
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| to apeutic r 
gadiministered intravenously, intramuscularly to directions. It may be 
pain; (2) no tissue necrosis use 1) minimal injection’ 
) tissue at the injection site; (3) potency of 50 Bye 


NICOZOL relieves mental 
confusion and deterioration, 
mild memory defects and 
abnormal behavior patterns 
in the aged. 


NICOZOL therapy will en- 
able your senile patients to 
live fuller, more useful lives. 
Rehabilitation from public 
and private institutions may 
be accomplished for your 
mildly confused patients by 
treatment with the Nicozol 
formula, ! 2 


NICOZOL is supplied in cap- 


sule and elixir forms. Each 
capsule or '2 teaspoonful toa 
contains: 
Pentylenetetrazol. 100 mg. NORMAL 
Nicotinic Acid 50 mg. 
BEHAVIOR 


1. Levy, S., JAMA., 153:1260, 1953 


2. Thompson, L., Procter R., 
North Carolina M. J., 15:596, 1954 PATTE RN 


WRITE for FREE NICOZOL 


DRUG SPECIALTIES, INC. 
WINSTON-SALEM 1, 


for professional samples of 
NMICOZOL capsules and literature on 
NICOZOL for senile psychoses. 


Sole Distributors in California, The Brown Pharmaceutical Co., Los Angeles 
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unique derivative of Rauwolfia canescens 


Harmony 


* 


(Deserpidine, Abbott) 


introduces a new degree of safety in 
major tranquilizing—antihypertensive 


therapy 


Most si 


More than two years of clinical evaluation 
have proven Harmony] a notably safe and 
effective agent in cases ranging from mild 
anxiety to major mental illnesses and in 
hypertension. Harmony] exhibited signifi- 
cantly fewer and milder side effects in com- 
parative studies with reserpine— while 
demonstrating effectiveness comparable to 
the most potent forms of rauwolfia. 


Satety—plius marked clinical effectiveness 
Harmony]! proved particularly effective, for 
example, in tranquilizing a group of 40 
chronically ill, agitated senile patients.' 


ir interest is the observation 
becaine more lucid and alert 
therany. And there wa i 
ce of side effects with 
ilthough a similar group on 
uch side effects a 


irre dreams, shake 


Following another eight-month study of 
chronic, hospitalized mental patients, 
Ferguson’ stated: 


e Harmony! benefited at least 15% more 


overactive patients and proved more 
potent in controlling aggression — requir- 
ing only one-half to two-thirds the 
dosage of reserpine 


e Patients experiencing side reactions on 
reserpine often were completely relieved 
when changed to Harmony]. 


Ferguson concluded: ‘‘The most notable 
impressions were the absence of side effects 
and relatively rapid onset of action with 
Harmonyl.” 


Comparative studies have shown Harmony! 
and reserpine about equal in hypotensive 
effect. The tranquilizing action of the two 
drugs also appeared similar—except that 
few cases of giddiness, vertigo, sense of de- 
tached existence or disturbed sleep were 
seen with 


Professional literature is available upon 
request. Harmony! is supplied in 0.1-mg., 


0.25-mg., and | mg. tablets. (GGott 


References: 1. Communication to Abbott Laboratories 
1956. 2. Ferguson, J. ‘I Comparison of Keserpine and 
Harmony! in Psychiatric Patienta: A Preliminary Heport 
Journal Lancet, 76:389, December, 1956. “Trademark 
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perhaps the safest ataraxic known 


peace 


(GRAND OF HYOROKYZINE) 


Tablets-Syrup 


TEMPER TANTRUMS = HOSPITAL FEAR + AND ADJUNCTIVELY IN ASTHMA = ENURESIS — 


Consider these 3 atarax advantages: 


@ 9 of every 10 patients get release from tension, 
without mental fogging 


@ extremely safe—no major toxicity is reported 
@ flexible medication, with tablet and syrup form 
Supplied: 
In tiny 10 mg. (orange) and 25 mg. (green) 
tablets, bottles of 100. 
CHICAGO 11, ILLINOIS ATARAX Syrup, 10 mg. per tsp., in pint bottles. 


Prescription only. 
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pase PREMENSTRUAL TENSION | 
TICS FUNCTIONAL G. 1. DISORDERS 
ANXIETY AND ADJUNCTIVELY IN CEREBRAL ART 
PRURITIS ASTHMA SPNEA INSOMNIA 
HMA ALCOHOLISM DERMATITIS PARKINSONISM PSORIASIS. 
i 


when your patients need to be 


You will find that “Dexedrine’—a standard 
antidepressant—helps dispel apathy and 
lethargy, restoring optimism, energy and a 
sense of well-being in your depressed patients. 
‘Dexedrine’ is available as tablets, elixir, and 


Spansule? sustained release capsules. 


Smith, Kline & French Laboratories, Philadelphia 


Dexedrine’ 


Reg. US. Pat. Of. for dextro-amphetamine 


Keg. tS. Pat. Of 
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INFLUENCING THE SAFETY 
OF ELECTROCONVULSIVE THERAPY 


CHLORIDE brand 
SUCCINYLCHOLINE CHLORIDE 


“removes practically all of the previous risks inherent in the treatment.’ 


resp 
safety 


cardiovascular 
safety 


orthopedic 
safety 


over-all 
safety 


patients treated with this muscle relaxant, though often 
apneic, are readily ventilated with oxygen. Skin color remains 
excellent.’’? 


“The most important [observation] is the elimination of 
hypoxia or anoxia.’ 


“The arterial blood pressure is found to rise during the 
[unmodified] electroshock. When the muscular spasms and the 
asphyxia are eliminated with the administration of succinyl- 
choline and oxygen, a slower and more even rise is noted;.. .’"4 


“In ordinary electroshock therapy the heart rate is found to 
be irregular and greatly increased. Muscular relaxation pro- 
duced by succinylcholine is noted to result in a slower and more 
even rate.”’* 


..the occurrence of fractures and dislocations has been 
reduced to zero.”* 


“No fractures occurred in the group during therapy.’”’® 


“Modification of electro-convulsive therapy with thiopental 
sodium and succinylcholine chloride is a much safer treatment 
as shown by the absence of fractures and medical complications 
in our series of 7,500 treatments.” 


references : 
1. Saltzman, C., Konikov, W., and Relyea, R. P.: Dia. Nerv. Syatem 16:158, 1955. 2. Nowill, 
W. K., W., and Bordera, R.: A.M.A. Arch. Neurol. & Paychiat. 71:189, 1954. 2 
Steven, R. J. M., Tovell, R. M., Johnaon, J. C., and Delgado, E.: Anesthesiology 15:623, 1954 
4. Holmberg, G., et al.; A.M.A. Arch. Neurol. & Paychiat. 72:73, 1954. 5. Wilaon, W. P, 
and Nowill, W. K.: ibid. 71:122, 1954. 


*ANECTINE’ Chioride brand Succinyicholine Chioride INJECTION For intravenous injection 
20 mg. per ce. 
Multi-dose vials of 10 ce. 


BURROUGHS WELLCOME & CO. (U.S. A.) INC., Tuckahoe, New York 
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calmative efject...superior to anything we 
had previously seen with the new drugs.’ 


nosty 


Ectylurea, 


the power of gent 


'* 


4 


Chess 


allays anxiety and tension 4 
without depression, drowsiness, motor incoordination j 

NosTYN is a calmative—not a hypnotic-sedative—unrelated to any available : 

chemopsychotherapeutic agent « no evidence of cumulation or habituation « does 
not increase gastric acidity or motility « unusually wide margin of safety 2 

no significant side effects 

dosage: 150-300 mg. (4 to | tablet) three or four times daily. 

supplied: 300 mg. scored tablets, bottles of 48 and 500. : 

*Ferguson, J. T., and Linn, F V. Z.: Antibiotic Med. & Clin. Therapy 3:329, 1956. : 
AMES COMPANY, INC ELKHART, INDIANA 4 


AMES COMPANY OF CANADA, LTD., TORONTO 
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Meboral [brand of mephobarbttat) 46 582, June, 1953 Smit 4 A.: South, Med, Jour., 


prescribe RAUDIXIN to break the 
mental tension—hypertension cycle 


*Raudixin reduces mental tension 


Tranquilizing Raudixin reduces the mental tension which plays a 
significant role in hypertension... reduces mental tension as yet 


unrelated to physical symptoms. 


*Raudixin reduces hypertension 


Blood pressure lowering effect is gradual, sustained in hypertensives 


.., little or no hypotensive effect is produced in normotensives. 


*Single daily dosage 


Discourages promiscuous over-use by patient not habit-forming. 


Squibb Whole Root Rauwolfia Serpentina 


SQUIBB Squibb Quality—the Priceless Ingredient 
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TO “NORMALIZE” 
THE THINKING PROCESSES’ 


AN ADVANCE in the treatment of 
mental and emotional disorders, 
Pacatal overcomes many of the dis- 
advantages inherent in the earlier 


phenothiazine compounds, 


TRANQUIL, VET RESPONSIVE: 
With Paceatal,. pationts are calmed, 
yet they remain alert, active and 
cooperative. Pacatal does not 
“flatten” the patient. 


FEWER SIDE EFFECTS: Pacatal 
has fewer side effects at recommended 
dosage levels. Atropine-like effects 
may occur ih some patients, but tend 
to disappear with continued therapy. 


DOSAGE: Usual dosage for the 
ambulant patient is 25 mg. 4 or 4 times 
daily; for the hospitalized patient, 50 


mg. Sor 4 times daily. Complete liter- 
ature and dosage instructions (available 


on request) should he consulted 


suPPLIED; 25 and 50 mg. tablets in 
bottles of 100 and 500. Also available 
in 2 ampuls (25 mg./ee.) for paren- 


teral use. 


*Many investigators report that Pacatal | 
seems to have a“ normalizing” action, 
\ 
patients appear to think and respond | 
emotionally in a more normal manner. \ 


WARNE R-CHILCOTT 


an THE MEDICAL PROFESSION 
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(BRAND OF MEPAZING) 
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in hospitalized psychotics 
_in agitated ambulatory psychoneurotics 


new tranquilizer potency 


in the full range of responsive mental disorders 


(pronounced Tril’-a-fon) perphenazine 


potency increased 5 times over chlorpromazine’ 


relatively high therapeutic index’ 


jaundice—notably infrequent in studies to date’ 
significant hypotension — virtually absent’ 
skin rashes and nasal congestion—uncommon' 


mild insomnia and motor restlessness— infrequent’ 


equally valuable in anxiety and tension states 


For specific information regarding dosage, side effects, precautions and 


contraindications refer to Schering literature 
Tritaron Tablets: 2,4 and & mg., bottles of S50 and 500. 16 mg. (for hospital use), bottle of 500 


(1) Compilation of investigative studies, Schering Corporation. (2) Department of 
Pharmacology, Schering Corporation. (3) Ayd, F J., Jr.: J. Am. Geriatrics Soc, 5:92, 1957, j 
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HIGH POINT HOSPITAL 


Port Chester, New York 
WEstmore 9-4420 


Ratio of one active psychiatrist for every four to five patients; each patient receives 
absolute minimum of three hours of psychoanalytic psychotherapy per week; highly 
individualized management, shock and drug therapies used adjunctively; therapy 
given by senior psychoanalysts, and resident psychiatrists under immediate super- 
vision of the Director; staff of medica! consultants; near New York City. 


ALEXANDER Gratnick, M.D., F_A.P.A., Director 


Chief Consultants Associate Consultants 
P. Jewetr, M.D Rutnu Fox, M.D. 
V. Sitvensernc, MD, F._AP.A L. CrLovis Hianinc, M.D. 


Assistant Medical Director Clinical Director Directer of Research 
J. MD Mervyn Scuacut, M.D., F.A.P.A Streruen W. Kempster, M.D. 


Resident Psychiatrists 
Junius ATKiIns, M.D FRANK G. D' Etta, M.D Epwin L. Rasiner, M.D Enrique Martinez, M.D 


Psychologists 
Mitprep Lerner, M.A Leatrice Styrat Scuacut, M.A. 


CONSULTANTS ASSOCIATE PSYCHIATRISTS 
H. Gins, F 'S.. Gynecology Leonargp C. M.D 
J 'S., Surgery Srivia L. Gennis, M.D 
, Internal Medicine Leonarp GOLD, M D., F.A.P.A 
NaTnanier J. Schwartz, M.D., F.A.C.P., Internal Medicine Danie. L. M.D., F.A.PLA 
Invinc J Gratnick, D.DS., Dentistry Simon H. Nacier, M.D 


esthrook Sanatorium 


A private psychiatric hospital em- Staff V. ANDERSON, B.D... Previdens 
REX BLANKINSHIP, M.D., Medical Director 


JOHN KR. SAUNDERS, M.D., Assistant 
ment procedures electro shock, in- Medical Director 


ploying modern diagnostic and treat- 


sulin. psy chotherapy 4 occupational THOMAS F. COATES, M.D., Associate 
JAMES K. HALL, JR., M.D., Associate 


: CHARLES A. PEACHEE, JR., M.S., Clinical 
and mental disorders and problems of Psychologist . 


and recreational therapy —for nervous 


addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request « P.O. Box 1514 - Phone 5-3245 
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@ Modern Treatment Facilities @ Psychotherapy Em- 
phasized @ Large Trained Staff @ Individual Attention 
@ Capacity Limited @ Occupational and Hobby 
Therapy @ Supervised Sports @ Religious Services 

ues — Your patients spend many hours daily in healthful out- 


T { T door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies . . . all on 
Florida’s Sunny West Coast. 
4 4 Rates Include All Services and Accommodations 


= Brochure ond Rates Available to Doctors and Institutions 


A MODERN HOSPITAL FOR Medical Lirector—SAMUEL G. HIBBS, M.D 
EMOTIONAL READJUSTMENT Medes! WELLBORN, JR. MD 


PETER J. SPOTO, M.D K RUSS, JR., M.D 
ARTURO G. GONZALEZ, M.D 


TARPON SPRINGS . FLORIDA Consultants in Psychiatr 


SAMUEL G. WARSON, M.D. ROGER E. PHILLIPS, M.D 
ON THE GULF OF MEXICO WALTER H. BAILEY, MD 


Phone: Victor 2-1811 


HALL-BROOKE 
An Alive Treatment Hospilal 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. 

A high ratio of staff to patients. 

Large occupational therapy buiiding with a trained staff offers 
complete facilities for crafts, arts and recreation. Full program of 
outdoor activities. 

Each patient is under constant, daily psychiatric and medical 
supervision. 

Located one hour from New York on 120 acres of Connecticut 
countryside. 


HALL-BROOKE 
Greens Farms, Box 31, Conn., Tel.: Westport, CApital 7-5105 
George S. Hughes, M.D. Robert Isenman, M.D 
Leo H. Berman, M.D John D. Marshall, Jr., M.D 


Alfred Berl, M.D Peter P. Barbara, Ph.D 
Louis J. Micheels, M.D Heide F. and Samuel Bernard, Administration 


New York Office: 46 E. 73rd St., New York, N.-Y., LEhigh 5-5155 
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HIGHLAND HospIiTAL, 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders 

The Hospital is located in a 75-acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording excep- 
tional opportunity for physical and nervous rehabilitation 
The OUT-PATIENT CLINIC offers diagnostic services and thera- 

peutic treatment for selected cases desiring non-resident care. 
R. CHARMAN CARROLL, M.D ROBT. L. CRAIG, M.D 

Medical Director Associate Medical Director 

JOHN D. PATTON, MLD. 
Clinical Director 


Keep and protect your Journals in this new 
VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


Note new price: $2.50 each: 
3 for $7.00 


Please add 25 cents postage for each 
file ordered 


ORDER DIRECT FROM 
AMERICAN JOURNAL OF PSYCHIATRY 


1270 Avenue of the Americas 
New York 20. N. Y. 


WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 
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PROFESSIONAL CARE 
FOR THE 
EXCEPTIONAL CHILD 


Five hundred retarded and slow learning chil 
dren receive specialized, individual care and 
treatment at the Traiming School at Vineland, 
N ] A carelully-selected medi al, dental psy 
chiatric and psychological staff provides for 
their welfare. Boys and girls two years of age 
and up with the mental potential of six years 
are accepted. They live in small groups in at 
tractive cottages. They work and play with 
children at their own level and are encouraged 


to develop to their full potential 


The I raining School has been a center for 


continual research into the causes, prevention 
and treatment of mental retardation for more 
than 69 year The beautiful 1600-acre estate 
is located in southern New Jersey near the sea 


shore. 24-hour medical and dental care 1s pro 
vided in a well-equipped 40-bed hospital 


For information write Registrar, Box N 


THE TRAINING SCHOOL 


AT VINELAND, NEW JERSEY 


ANNOUNCING 


MODEL 109 
ELECTRONARCOSIS INSTRUMENT 


After the introduction of our model 108 in 1951 
many minor annual improvement were made in these 
nstrument 


Mode! 109, although essentially the same instrument 


ncorporating every improvement made during the long 
and successful history of the model 108, has desirable 
ngevity improvement ind other additions and changes 
made to comply with the suggestions of an official test 
4 aboratory md to secure t eal of approval 
We k vy of no other shock or electronarcosis instru 
ment that carrie an official seal of approval. We have 
arched the UL. catalogs and made inquiry of other 
qQuivalent testing laboratories and have found none 
Owners of our model 108 instruments may have these 
model 109 changes and additions made in our shop. A 
thirty-month guarantee is given on reworked instrument 


We are filling current orders with model 109 Ne 


hange in price 


Electronicra{t Company 


410 Douglas Building 

257 South Spring Street 

Los Angeles 12, California 
Tel: MAdison 5-1693, 5-1694 
Cable address: Glissando 


small 


Intensive, 


group 


Telephone Dingmans Ferry 8138 


Directors: Frances M. King, formerly Director of the Sequin choo 
Catherine Allen Brett, 


M.A 


The BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 


In the Foothills of the Poconos 


highly individualized personal training for a 


of girls over five years of age. Carefully 


chosen staff. Special modern teaching techniques and pro 
gram of therapeutic education. Varied handicrafts, cook 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere 
Close cooperation with family physician. 70 miles from 
New York City 


References 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 Avenu® or THE Americas, Room 310 
New Yoru 20, New Yori 


for 


Enclosed herewith Is $ 


OF PSYCHIATRY beginning with Volume 


NAME 


ADDRESS 
SIGNATURE 


Subscription $12.00 a year or by the Volume 
erica Postage $.50 extra Vo bes 


Print 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


one years subscription to the AMERICAN JOURNAL 


19 
Date 


Number 


gn Postage $1.00 extra. Canada and South 
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HOSPITALS 


BALDPATE, INC. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 
Harry C. Sotomon, M.D. GeoRGE M. SCHLOMER, M.D. 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 
MElrose 4-8628 
For the care and treatment of Psychiatric disorders 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 
E. James Bravy, M. D., Medical Director 
C. F. Rice, Superintendent 


Francis A. O'DonneLt, M. D. George E. Scort, M.D 
Tuomas J. M.D. Rorert W. Davis, M. D. 


BRIGHAM HALL HOSPITAL 


CANANDAIGUA, NEW YORK 
FOUNDED 1855 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 


W. Roy vanAllen, M.D. 
Physician in Charge 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 


R. F. D. NO. 2, COLUMBIA ROAD, SILVER SPRING, MD. 
HE 4-9330 HE 4-9320 


Nine miles from Washington, D. C. — In rural Maryland 
Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 


Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


Hi. E. Andren, M. D. 
Medical Director Member of N.A. P. P.H 
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COMPTON SANITARIUM 
820 WEST COMPTON BOULEVARD 
COMPTON, CALIFORNIA 


and its Psychiatric Day Hospital facility 


BEVERLY DAY CENTER 
9256 Beverly Boulevard 
Beverly Hills, California 


High Standards of Psychiatric Treatment Serving the Los Angeles Area 


G. Creswett Burns, M.D. Hecen Ristow Burns, MD 
Medical Director Assistant Medical Director 


FAIR OAKS 


Incorporated 


SUMMIT, NEW JERSEY 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY. 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


Oscar Rozetrt, M.D., Tuomas P. Prout, Jr, 
Medical Director Administrator 


FALKIRK IN THE RAMAPOS 


CENTRAL VALLEY, N. Y. 
Established 1889 

A private hospital devoted to the individual care of psychiatric patients 

Falkirk provides a twenty-four hour admission service for acute psychiatric prob 
lems. Out-patient facilities are available for suitable cases. A continued treatment 
service is maintained 

Members of the medical profession are invited to visit the hospital and inspect the 
available services 

Located 2 miles north of the Harriman Exit N. Y. State Thruway 
50 miles from N. Y. C 


TELEPHONE: HIGHLAND MILLS 2256 
T. W. NEUMANN, JR., M. D., Physician in Charge 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. Woire, M.D S. Green, M.D GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A_ psychoanalytically-oriented hospital for the 
treatment of mental and emotional illnesses 


Telephone: OLive 1-944] 
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OCEANSIDE GARDENS SANITARIUM, INC. 


Licensed by N. Y. State Department of Mental Hygiene 


A Private Psychiatric Hospital for Active, Individualized Treatment of 
Nervous and Emotional Disorders, and Addictions 


ELECTRO CONVULSIVE, INSULIN AND ENDOCRINE THERAPY 
DYNAMICALLY ORIENTED INDIVIDUAL PSYCHOTHERAPY 
OCCUPATIONAL AND GARDENING THERAPY 


KNUT HOUCK, M.D. FA.PA IRMA K. CRONHEIM, M.D., A.P.A. 
ictan4n-Charge Supervising Psychtatriet 
HANS w. FREYMU TH, M.D., A.P.A THOMAS A. NACLERIO, M.D, A.P.A. 
Clinical Dtrector Associate Psychiatrist in Psychotherapy 


LUDWIG LEWIN, Pu.D 
Administrative Director 


24 Harold Street OCEANSIDE, L. L, NEW YORK ROckville Centre 6-4348 
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RING SANATORIUM 


EIGHT MILES FROM BOSTON 
Founded 1879 


For the study, care, and treatment of emotional, mental, personality, and habit disorders. 


_ On a foundation of dynamic psychotherapy all other recognized therapies are used 
indicated. 


Cottage accommodations meet varied individual needs. Limited facilities for the continued 
care of progressive disorders requiring medical, psychiatric, or neurological supervision. 


Pull resident and associate staff. Courtesy privileges to qualified physicians. 
BENJAMIN SIMON, M.D., Director Cuarces E. Wuire, M.D., Assistant Director 
Arlington Heights, Massachusetts Mission 8-0081 


RIVER CREST SANITARIUM 


NEW YORK CITY 
Founded 1896 

Modern Facilities for the individual care and treatment of nervous, mental, alcoholic and 
geriatric patients. All recognized therapies available according to the needs of the individual 
patient. 

Courtesy privileges to qualified physicians American Hospital Association Member. 

Approved for residency training in psychiatry. 
Layman R. Harrison, M. D. Martin Dollin, M. D. Sandor Lorand, M. D. 
Medical Director Clinical Director Director of Psychotherapy 


Twenty Minutes from Mid-Manhattan 
Astoria 5, New York AStoria & $442 


— 


Phone: WINDSOR HOSPITAL Established 
CHestnut 7-7346 A Non Profit Corporation 1898 


CHAGRIN FALLS, OHIO 


Booklet available on request. 


A hospital for the treatment of Psychiatric Disorders. 


Joun H. Nicuois, M. D G. Pautine R.N. Herpert A. Jr. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 


XXXVI 


~ 
pa 
— 
- 
as 
ag 
4 
— 
= 


: 

3 

: 

: 

LA 

j 

H 4 
i 

if 

Bag 

4 


+ 


“MYSOLINE"”’ raises 
the convulsive threshold 
in grand mal 


and psychomotor attacks 


“Myso.ine;’ employed alone or in combination with other med- 
ication, controlled or markedly improved 73 per cent of 45 
patients with major motor seizures. In each instance, the previ- 
ous medication had proved to be ineffective.! 


“MYysoLine,” when used as initial therapy in a series of 97 grand 
mal patients, controlled seizures in 57 per cent of the patients; 
an additional 22 per cent were improved.? 


“... after the proper dose was established, ‘Mysoline’ was well 
tolerated without [serious] side effects.’’3 
1. Doyle, P. J., and Livingston, S.: J. Pediat. 43:413 (Oct.) 1953. 


2. Livingston, S., and Petersen, D.: To be published. 
3. Pence, L. M.: Texas State J. Med. 50:290 (May) 1954. 


LITERATURE ON REQUEST 


Supplied: Tablets, 0.25 Gm. Bottles of 100 and 1,000. 
Suspension, 0.25 Gm. per 5 cc. (teaspoonful). Bottles of 
8 fluidounces. 


“MYSOLINE:’ 


Brand of Primidone 


in epilepsy 


AYERST LABORATORIES + New York, N. Y. + Montreal, Canada 


Ayerst Laboratories make “Mysoline” available in the United States 
by arrangement with Imperial Chemical ( Pharmaceuticals) Limited 


> 
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UNIQUENESS 


Some children have unique 
needs—needs beyond the usual 
psychological and psychiatric 
evaluations. With many chil- 
dren it is found that for every 
therapeutic experience in the 
professional office or clinic, 
there are countless other ex- 
periences that are not therapeu- 
tic—in a tense or conflictual 
home, in a schoolroom that does 
not meet their needs, or with 
peers with whom they cannot 
cope. 

It is to serve these children 
that Devereux Schools have de- 
signed various milieu programs 
in which a plan for each child 
can be designed so that he 
learns with teachers of special 
education while he lives in an 
environment organized so as not 
to frustrate or threaten him. 


Professional inquiries should be addressed to John M. Barclay, Director of Development, or Charlies J. Fowler, 
Registrar, Devereux Schools, Devon Pa. For the wes*ern states, address Joseph F. Smith, Superintendent, or 
Keith A. Seaton, Registrar, Devereux Schools, Santa Burbera, Call. 


UNDER THE DEVEREUX FOUNDATION 
HELENA T. DEVEREUX, Director 


Protessional Associate Directors 
ROBERT SRIGDEN, Ph.D. EDWARD FRENCH, Ph.D, 
MICHAEL B. DUNN, Ph.D. 4. CLIFFORD SCOTT, MD. 


Devon, Pennsyivania 
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